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surgical treatment of benign prostatic 

hyperplasia was recently compiled from 
replies to questionnaires submitted to mem- 
bers of the American Urological Association.' 
The analysis revealed that in 14,865 cases in 
which prostatectomy was performed there was 
prolonged morbidity in 1,242. A situation in 
which inadequate functional results are ob- 
tained in approximately 1 of every 12 cases 
(8.4 per cent) demands investigation and, if 
possible, rectification. 

The aim of prostatic surgical intervention is 
to restore a urethral channel that will fune- 
tion properly and permanently. The presence 
or recurrence of symptoms after prostatectomy 
has irked every urologic surgeon, and perfect 
results are not possible in all cases. The per- 
sistence of some symptoms is attributable to 
preexisting disease of the upper part of the 
urinary tract or to concomitant irreparable 
~ From _the Urological and Roentgenological Depart- 
ments of the Beth Israel Hospital and the Tufts College 
Medical School. 

Read at the Fourteenth Annual Assembly of the 
United States Chapter, International College of Sur- 


geons, Atlantic City, November 1949. 
Submitted for publication Nov. 15, 1949. 


A STATISTICAL survey of the results of 


local pathologic change. These factors account 
for a small proportion of failures, but in the 
majority of cases of prolonged morbidity the 
patient’s symptoms are due to inadequate diag- 
nosis and treatment. 

Methods of investigating the local patho- 
logic and anatomic changes that occur after 
prostatic operations have not been entirely 
satisfactory. Cystoscopically it is difficult to 
obtain a graphic picture of the structure of 
the entire operative field, since endoscopic ex- 
amination is limited by the lens to a transitory 
view of many small anatomic areas and the 
data are recorded by verbal descriptions, which 
vary in perspective and completeness. Patho- 
logically it is also difficult to study the various 
stages of gross repair in a given case; the 
shapes and structural relations of postopera- 
tive cavities, both in fixed material after 
prostatic enucleations on cadavers® and in pa- 
tients subjected to autopsy after prostatec- 
tomy® are distorted by absence of the tonus of 
living tissue. Roentgenographically the ana- 
tomie alterations following prostatectomy and 
the conversion of the prostatic cavity into a 
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posterior urethra can be accurately and 
progressively recorded.! 

This treatise attempts primarily to focus 
attention on the use of roentgen examination 
in establishing the etiologic basis of unsatis- 
factory results after prostatectomy. The value 
of this procedure lies in its ease of perform- 
ance, its freedom from complications and the 
fact that it provides important diagnostic in- 
formation that often cannot be obtained by 
any other means. This method of examination 
presents a permanent graphic record for the 
appraisal of therapeutic results and the sys- 
tematic study of existing conditions and future 
changes. 

Our observations are based on. more than 
300 roentgenographie studies of patients who 
underwent every type of prostatic operation, 
including multiple procedures. The complica- 
tions portrayed here are not all from personal 
cases, although we have had our share (8 per 
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Fig. 1.—Case of J.K., aged 73, A one-stage suprapubic prostatectomy was performed Feb. 15, 1949, and eight 
days later the suprapubic wound was healed and dry. Voiding urethrocystograms in the anteroposterior and ob- 
lique positions were taken when the penile catheter was removed. The sphincters are poorly outlined. 
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cent). Some of the patients were operated on 
at local and national urologic clinics, and the 
surgeons varied from enthusiastic resectionists 
to advocates of routine open prostatectomy. 

The indications and contraindications, the 
opaque mediums employed and the urethro- 
graphic technic employing a specially designed 
urethrographic instrument have been pre- 
viously reported.’ 

Anatomy of the Male Urethra.—The male 
urethra begins at the internal sphincter of the 
bladder, perforates the prostate in a slightly 
concave curve from the base to the apex, 
passes through the triangular ligament and 
continues along the ventral surface of the penis 
to the tip of the glans. The urethra is arbi- 
trarily divided by the triangular ligament into 
an anterior cavernous portion and a posterior 
muscular portion. 

Roentgenologic Anatomy.—The roentgeno- 
logic interpretation of the urethrogram re- 
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Fig. 2.—Case of M.R., aged 73, who had acute retention of two days’ duration. A, preoperative urethrogram 

showing elongation of the prostatic urethra and subvesical intraurethral intrusion. B, urethrogram taken three 

weeks after a retropubic operation with resection of the internal sphincter. The base of the bladder is lower, 

the posterior urethra is shorter, the vesical neck is patent, and the tone of the external sphincter has returned. 
The patient voided easily. There was no residual urine. 


quires a thorough knowledge of the appearance 
of the normal urethra. There are three normal 
areas of narrowing in the urethral canal: the 
internal sphincter, the external sphincter and 
the urethral meatus. There are also three 
normal areas of dilatation: the collicular por- 
tion of the prostatic urethra, the bulbous part 
of the anterior urethra and the fossa navi- 
cularis. 

In the relaxed state the base of the bladder 
is slightly convex and lies at the level of the 
upper border of the pubic¢ bones. The prostatic 
portion of the urethra is in the midline and is 
about 3 em. in length. It is a fusiform struc- 
ture beginning at the bladder and terminating 
at the external sphincter, which is character- 
ized by a narrowing or constriction. In the 
widest portion of the prostatic urethra is an 
ovoid area of increased radiance produced by 


elevation of the verumontanum. The mem- 
branous portion of the urethra is wedge- 
shaped, with the apex at the external sphincter 
and the distal portion terminating at the 
bulb. In the anteroposterior view the bulbous 
portion of the urethra is spherical and casts a 
denser shadow than does the rest of the ure- 
thra, owing to the penile-scrotal curve, which 
causes overlapping. The anterior urethra is 
best visualized in its entirety in the oblique 
view. The outline is regular, and the canal 
narrows distal to the meatus. 

The urethrographic features of prostatism, 
including a classification of prostatic obstruc- 
tion, have been previously reported and de- 
seribed.® 

Knowledge of the urethrographie appear- 
ance of the normal anatomic deformities after 
prostatic operations is necessary for under- 
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Fig. 3.—Case of H. S., aged 60, who was studied four months after a two-stage suprapubic prostatectomy. A, 

voiding urethrogram, anteroposterior view. B, voiding urethrogram, oblique view. C, retrograde urethrogram, an- 

teroposterior view D, retrograde urethrogram, oblique view. Note the smooth outline of the posterior urethra 
and the clear demarcation of the external sphincter. 


Fig. 4.—-Case of W.F., aged 71. A two-stage suprapubic prostatectomy 

was performed in 1937, with good results. Note the continued contrac- 

tion and shortening of the posterior urethra from 1938 to 1941. The 

shadow of the verumontanum, which was not seen preoperatively in 
1937, can be clearly seen in the postoperative films. 


standing of the pathologic picture. Involution — according to the type and size of the gland, 
of the bladder, the sphincters, and the urethra —_ the surgical approach and technic, and the 
after prostatectomy may vary in minor details reversibility of secondary anatomic changes, 
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but, fundamentally, cavities of the prostatic 
bed follow a similar pattern of reconstruction 
and of end results after properly managed, 
uncomplicated surgical treatment. 

The prostatic cavity immediately after re- 
moval of the catheter appears as an irregular 
funnel-shaped widening with the base at the 
bladder and the apex in the region of the 
verumontanum (Fig. 1). If the vesical neck 
has been resected or injured at operation (Fig. 
1-b) or has been dilated by the prostatic 
erowth, the bladder and prostatic cavities ap- 
pear contiguous. Otherwise the two cavities 
are separated by a eylindric band, which 
varies in caliber and length and represents 
the canal through the so-called internal 
sphineter. The irregularity of the area may be 
due to edema, adherent mucus, superficial 
slough and tabs of devitalized tissue. 

The urethra after removal of the catheter 
heals rapidly ; the swelling subsides, and the 
necrotic tissue, together with other debris, is 
eliminated at voiding. At this stage the pros- 
tatic cavity is considerably diminished; the 
walls are less ragged, and the vesical neck 
lies at a slightly lower level (Fig. 2). 

In two to four months the mucosa in the 
operative area regenerates’ and gives a smooth 
appearance to the supracollicular portion of 
the urethra, which has further narrowed and 
shortened. The sphincteric impressions are 
now well delineated (Fig. 3). 

At the end of a year the prostatic cavity is 
contracted in all directions and becomes 
spindle-shaped, with the dilatation in the mid- 
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dle third. At this stage the topographic char- 
acter of the posterior urethra may resemble 
the normal, and it is sometimes difficult to ree- 
ognize the fact that a prostatectomy has been 
done. The outline of the verumontanum can 
be seen in those patients in whom it has not 
been injured or has not atrophied (Fig. 4). 

The involution of the bladder after pros- 
tatectomy is gradual and is usually complete. 
Removal of the obstruction causes the intra- 
vesical pressure to return to normal, and as a 
result the bladder wall thins out ; saccules and 
trabeculations tend to disappear; the capacity 
of the bladder increases, and its contour be- 
come rounded and smooth. The concave filling 
defect at the base of the bladder observed on 
the preoperative cystograms of patients with 
large adenomatous glands becomes convex and 
descends to 1 or 2 em. below the level of the 
upper border of the bodies of the pubie bones 
(Fig. 5). 

The definition of normal function after pros- 
tatectomy presents a problem, since its evalu- 
ation varies with the patient’s tolerance and 
the surgeon’s attitude. Every patient is justly 
distressed by incontinence, and the surgeon 
invariably classifies this result unsatis- 
factory. It is in such symptoms as frequency, 
nocturia and delay that discrepancy oceurs. A 
patient reacts according to his pain threshold 
and his mental makeup; some exaggerate 
minor symptoms, others tolerate graver (iffi- 
culties. Many urologists consider removal of 
the urethral obstruction satisfactory if there 
is improvement in function in one degree or 


Fig. 5.—Case of H.G., aged 80. A, preoperative cystogram taken in 1935. B, postoperative cystogram taken in 
1941. C, postoperative urethrogram taken in 1941. 
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Fig. 6.—Case of M.Z., aged 73, who had a large intra- 
vesical prostate removed suprapubically in 1946, Con- 
vaiescence was uneventful, Six months later there was 
difficulty in starting the urinary stream, with dribbling 
of urine after voiding. This urethrogram, taken on 
Dee, 21, 1948, shows almost complete obstruction of the 
canal in the membranous urethra. The base of the 
bladder is fixed still elevated. The prostatic 
cavity is irregular, especially on the left. The urethra 
was dilated in the region under spinal anesthesia. 
A good result was obtained. 


another, while others strive for complete relief 
of symptoms. These divergent viewpoints must 
be kept in mind when one is correlating fune- 
tional results with the existing anatomic altera- 
tions. 

Surgical complications such as incomplete 
enucleation (Fies. 14, 15 and 16). laceration 
or destruction of the sphincter (Figs. 18 and 
19), extracapsular (Fig. 21) or subtrigonal 
trauma, excessive compression by packs and 
overdistended bags (Fig. 7) and deep and ex- 
tensive cauterization (Fig. 13) most frequently 
result in abnormal structural deformities after 
prostatectomy. To facilitate this presentation 
we have arbitrarily grouped the sequelae into 
stricture obstruction of the vesical neck, resi- 
dual prostatic¢ tissue and urinary incontinence. 
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Many important but less frequent complica- 
tions have been omitted for lack of space. 

1. Strictures—Urethrographice study of 
this complication demonstrates the importance 
of postoperative dilation of the urethra in 
many cases. Urethral strictures have formed 
after every type of prostatectomy and are the 
most frequent urethrographic observation re- 
lated to unsatisfactory functional results. Ure- 
throscopie study in the presence of this condi- 
tions is extremely difficult and often fails if 
the strictures are multiple. Urethrocysto- 
graphic examination with a minimum of 
trauma and discomfort provides accurate 
information as to the appearance, location 
and extent of the strictures. Localized de- 
struction of the urethral mucosa with the 
resulting sclerosis causes loss of elasticity in 


Fig. 7.—Case of J.D., aged 62. In 1937 a two-stage 
suprapubic prostatectomy was performed, followed by 
secondary hemorrhage. A hemostatic bag was inserted 
for twenty-four hours to control the bleeding. There 
Was urinary incontinence after operation. The urethro- 
gram, taken on July 18, 1939 shows rigidity of the 
posterior urethra and marked searification at the ex- 
ternal sphincter. There has been no improvement. in 
spite of adequate and continuous urethral dilatation. 
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Fig. 8.—Case of W. C., aged 64. A simple perineal prostatectomy was done on Jan. 16, 1948. Convalescence was 

uneventful. The urine remained infected in spite of chemotherapy and local treatment. Urgency and dribbling 

occurred unless the patient voided immediately. In this urethrogram, taken on Sept. 22, 1949, note the irregu- 

larity and notching of the outline of the membranous urethra. The stricture is due to external scar formation 
involving the sphincter and accounts for the poor control. 


the involved areas of the urethral wall and ap- 
pears on the urethrogram as pronounced nar- 
rowings, which may encircle the urethral 
channel, or as notches, which may involve only 
part of the urethral circumference. 

Strictures occurring after operation by the 
suprapubic method are most often observed in 
the posterior urethra at the junction of the 
prostatic and membranous portions (Fig. 6) 
and are due either to injuries of the membra- 
hous urethra at operation or to too severe and 
prolonged compression by hemostatic bags or 
packs (Fig. 7). 

Strictures occurring after operation by the 
perineal approach often occur in the region of 
the external sphincter and are caused by peri- 
urethral scar formation constricting the ure- 
thra at the site of operation (Fig. 8). 

Strictures have their greatest incidence after 


transurethral operations (Figs. 19 and 20), 
and especially after multiple resections. Con- 
strictions form most readily in the penile- 
scrotal angle and may be due to local injury, 
ischemia and infection secondary to the trauma 
of passing the resectoscope (Fig 9). In some 
patients a narrow, inelastic posterior urethra 
develops, indicating sclerosis throughout the 
prostatic channel (Fig. 10). 

Scarification of most or all of the posterior 
urethra has been observed. The severest ex- 
crescences occur after excessive fulguration 
and/or persistent infection, or in patients in 
whom secondary hemorrhage has required pro- 
longed hemostatic bagging and packing. On 
the voiding urethrograms the fibrosed poste- 
rior urethra does not dilate but remains rigid 
and narrow, and the base of the bladder is 
fixed and does not descend. 
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Fig. 9.—Urethral damage (periurethral abscess cavity ) 
in the bulbous portion of the urethra one month after 
transurethral resection. 


2. Obstruction of the Vesical Neck.—The 
internal sphincter is an important factor in 
prostatism and may cause persistent symptoms 
unless properly managed.* Postoperative ob- 
structions at the vesical neck may be divided 
into two groups: 

(a) Those of omission: Failure to recognize 
and resect a spastic or hypertrophied or spastic 
internal sphincter will cause persistent symp- 
toms regardless of the excellence of the pros- 
tatectomy. The intravesical type of prostatic 
growth often projects through and thins out 
the vesical neck. As a result, hyperplasia of 
the internal sphincter may not be recognized 
at the time of operation. Removal of the 
adenoma permits sphincteric contraction, 
which results in sufficient thickening to cause 
obstructing difficulties (Fig. 11). In the hyper- 
trophied bladder the thickened wall at the 
vesical neck may fail to involute and cause ob- 
struction regardless of the type of prostatec- 
tomy performed. The high incidence of ob- 
struction of the vesical neck after retropubic 
prostatectomy prompted Millin to modify his 
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Fig. 10.—Urethrogram (oblique view) showing a tight, 
searred posterior urethra one year after transurethral 
resection of 18 Gm. of prostate. The urethra was 
finally dilated with filiform but requires frequent 
stretching to keep the canal open. 


Fig. 11.—Urethrogram (oblique view) taken two years 
after suprapubic prostatectomy. The patient had per- 
sistent symptoms of prostatism. The collar constriction 
at the vesical neck is due to hypertrophy of the 
sphincter, 
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original technic to include wedge resection 
of the internal sphincter. Transurethral re- 
section of median bars usually gives good 
results (Fig. 12), although failure to cut 
through all fibrotic or muscular tissues may 
lead to the eventual return of obstructive 
symptoms. 

(b) Those of commission: Difficult or un- 
skillful surgical treatment may result in poor 
restoration of the structures at the junction of 
the bladder and the urethra. The vesical neck 
may be directly injured by extracapsular enu- 
cleation, subtrigonal trauma, poor plastic op- 
eration, or too extensive resection of the in- 
ternal sphincter. Indirectly, excessive scar 
formation (Fig. 13) may cause contractures 
and narrowing of the canal; this may be 
severe enough to obstruct the bladder almost 
completely.” 
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3. Residual Prostatic Tissue—Every uro- 
logist. has encountered cases in which obstrue- 
tion persisted or recurred shortly after opera- 
tion on the prostate and has been embarrassed 
when further investigation disclosed adeno- 
matous masses that had been left behind. Ure- 
throcystographic study will demonstrate the 
size, shape and position of the retained tissues 
and permit correlation with the clinical results. 

Incomplete enucleation of the prostate (Fig. 
14) is much more frequent than is generally 
realized. Routine postoperative urethrographic 
examination reveals many residual prostatic 
tabs, subtrigonal and suburethral glands, and 
even entire lobes that escaped the surgeon. 
Fortunately these retained tissues do not al- 
ways cause dysfunction. A satisfactory result 
in spite of incomplete removal of the prostate 
is not a rare occurrence after resection. Symp- 


Fig. 12.—Case of S.G., aged 70. A suprapubic prostatectomy was done in 1932. In 1934 the patient complained 

of frequency and nocturia, and examination revealed 120 ce. of infected residual urine in the bladder. 4, ure- 

throgram taken June 19, 1934. The posterior urethra is wedged-shaped; the internal sphincter is elongated 

and narrowed. Transurethral prostatic resection was performed on July 15 of the same year. B, urethrogram 

taken Feb, 2, 1935. The constricting bar at the vesical neck has been removed and the posterior urethra wid- 

ened. The patient last was seen in 1937 with voiding improved, the urine clear and no residual content in the 
bladder. 
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Fig. 13.—Case of G.K. A transurethral resection was done in 1945. Bleeding was controlled with difficulty by 
fulguration and Foley catheter pressure. Difficulty in urination persisted. In this urethrogram, taken on 
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March 13, 1949, note the spasmodic stricture at the junction of the membranous and bulbous portions of the 
urethra and the marked irregularity of the prostatic cavity. On the oblique view, in the region of the vesical 
neck, a transverse shelf is seen. The urethra above this could be entered only by filiforms. Urethral dilatation 
and cystoscopic study revealed a mass of sear tissue at the vesical neck. Secondary resection was done, with 


toms depend not so much on the size of the re- 
tained tissue as on their location and arrange- 
ment; residual prostatic tissue that projects 
into the vesical cavity, a partially enucleated 
nodule that intrudes into the vesical neck (Fig. 
15), or a lateral lobe which encroaches on the 
posterior urethra (Fig. 16) will interfere with 
urination. 

The incidence of retained prostatic tissue 
is higher for the two-stage prostatectomy as 
compared with the one-stage method, owing, 
no doubt, to the better visualization of the op- 
erative field in the latter procedure. 

Retained lobes often require different types 
of operation for removal. Open enucleation 
may be done after one or more attempts at 
resection, and the transurethral approach may 
be employed after one of the open procedures 
(Fig. 12). In many eases considerable time 


improvement of the symptoms. 


elapses between the two operations, and early 
urethrographic examination probably would 
have prevented prolonged discomfort. In some 
patients obstructive symptoms may develop 
months or years after resection.’° Urethro- 
graphic study reveals the regrowth of hyper- 
trophied tissue in many of these cases (Fig. 
17). 

4. Urinary Incontinence.—Urinary incon- 
tinence occurs after every type of prostatec- 
tomy, with variable incidence. The paradoxic 
tvpe is due to an overdistended bladder sec- 
ondary to urethral constriction, prostatic ob- 
struction or neuromuscular vesical dysfune- 
tion. The differential diagnosis in most 
instances can be satisfactorily made by roent- 
genographie study, and appropriate treatment 
instituted. 

True urinary incontinence may be either 
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temporary or permanent. Temporary incon- 
tinence is due to infection, devitalized tissue, 
edema, muscular atonicity and relaxation of 
the urethral sphincter. These conditions are 
readily visualized on a voiding urethrogram 
taken immediately on postoperative removal 
of the urethral catheter (Fig. 1). The pros- 
tatic cavity appears irregular; the sphincters 
are poorly demarcated, and the entire urethra 
is dilated. A repeat urethrogram two to four 
weeks after the return of continence will show 
a smoother and smaller prostatic cavity, a well 
outlined external sphincter and increased tone 
of the entire urethral canal. 

Permanent incontinence may not be a sur- 
gical complication but may be due to an unrec- 
ognized lesion of the spinal cord such as is 
associated with advanced sclerosis, diabetes or 
tabes. The postoperative urethrocystograms 
in these cases are characterized by a large 
atonic bladder, a funnel-shaped vesical neck, 
and diminished or absent sphincteric impres- 
sions. 
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An adequate external sphincter alone can 
control urination and is the main mechanism 
for the prevention of incontinence.'! Lacera- 
tion or destruction of the external sphincter is 
the most frequent urethrographic¢ observation 
in cases of incontinence after prostatectomy 
(Fig. 18). Damage to the external sphincter 
may occur in five ways: 1. Intraurethral ; a por- 
tion of the membranous urethra is accidently 
removed during suprapubic prostatectomy. 2. 
Extraurethral; the external sphincter is ex- 
posed in the perineum and injured during a 
perineal prostatectomy. 3. Neurogenic; the 
sphincteric nerves that traverse the capsule of 
the gland on its lateral aspects are injured, 
resulting in anesthesia and paraesthesia of 
the area. 4. Excrescent ; superfluous scar tis- 
sues cause rigidity of the prostatic bed and 
restrict the action of the external sphincter 
(Fig. 7). 5. Intrasphincteric; loss of urine 
may also occur after inadequate removal of 
prostatic tissue, especially when infected and 
when so situated as to interfere with sphine- 


Fig. 14.—Case of J.A. Arrow points to retained lobe after suprapubic prostatectomy. There is also a stricture 
at the vesical neck. 
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Fig. 15.—Case of J.S., aged 67. Frequency, nocturia and difficulty had existed for two years. On July 5, 1948, 


acute retention developed. A urethrogram was taken on July 6, showing large intravesical and intraurethral 

prostatic hyperplasia. On September 31 a retropubic prostatectomy was performed (40 Gm. removed). On Oct. 

18, 1949, a suprapubic sinus from which urine drained was present at the lower end of the incision. The arrow 

in the urethrogram (B) points to an impingement of retained prostatic nodules. The observation was verified 

cystoscopically. The obstructing tissue was removed by transurethral resection, and the suprapubic sinus 
healed, One year later the patient presented a fair functional result. 


teric closure. The urethrogram (Fig. 20) 
readily discloses the evidence of infection and 
the size and position of the remnants. 

There are many other postoperative condi- 
tions,’? such as ureteral reflux, prostatic eal- 
culi and diverticula (Fig. 21), persistent 
fistula, perforation, hypertrophy of the tri- 
gone, and carcinoma of the prostatic bed, for 
which urethrocystographic study is extremely 
valuable, and only a lack of space prevents 
their presentation. 


SUMMARY AND CONCLUSIONS 


1, Urethrocystographic examination is a 
most excellent method of appraisal of the end 
results of prostatic operations. 

2. The anatomie reconstruction of the pos- 


terior urethra after prostatectomy can be 
visualized. 

3. The structural deformities following sur- 
gical complications are graphically portrayed. 

4. A permanent record of the etiologic 
basis of a poor functional result is available 
for study, comparison and correlation with 
clinical data. 

5. Urethrocystographic study is valuable in 
the treatment and clinical management of 
postoperative complications. 


RESUME 


1. L’examen uréthrocystographique est une 
excellente méthode qui permet d’évaluer les 
résultats ultimes des opérations prostatiques. 

2. La reconstruction anatomique de l’ure- 
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Fig. 16.—Urethrogram taken one month after retro- 
pubie prostatectomy. The functional result was poor. 
A nodule of adenomatous tissue is present on the 
right side of the prostatic cavity. The fuzzy and 
punched-out appearance is due to areas of sloughing. 


thre postérieure aprés la prostatectomie peut 
étre demontrée. 
3. Les malformations structurales consécu- 
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Fig. 18.—Urethrogram taken eight months after a 

two-stage suprapubic prostatectomy in a case of per- 

sistent pyuria, nocturia and poor urinary control. The 

arrow points to an injured area of the external 

sphincter. The patient was only slightly relieved by 
urethral dilation. 


tives aux complications chirurgicales sont 
portraitureés graphiquement. 
4. L’auteur nous fournit un record perma- 


Fig. 17.—Case of J.M., aged 84. A transurethral resection of the prostate was done in 1940, with a good fune- 

tional result for seven years. In 1948 acute urinary retention developed. 4A and B, preoperative urethrograms 

taken on June 16, 1948, showed marked irregularity and narrowing at the vesical neck. On June 19, 5 Gm. of 

tissue was removed by resection. C and D, postoperative urethrograms taken on July 9 of the same year. The 

vesical neck is smooth and the obstruction is relieved. The patient has voided satisfactorily except for two epi- 
sodes of nocturia. 
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Fig. 19.—Case of H. K., aged 58. Transurethral prostatectomy was done in January 1944. The patient was in- 

continent after the operation. The urethrogram (taken March 11, 1944) shows irregularity of the entire poste- 

rior urethra, the absence of an external sphincter outline, constriction of the membranous urethra and narrow- 
ing in the anterior urethra. 


nent des bases étiologiques des mauvais ré- 
sultats fonctionnels. Ces details sont utiles 
pour l'étude, la comparaison et la corrélation 
des faits cliniques. 

5. L’étude uréthrocystographique est de 
grande valeur dans le traitement et dans la 
gérance clinique des complications postopéra- 
toires. 


RIASSUNTO 


1. L’esame uretrocistografico e’ il metodo 
migliore per apprezzare i risultati definitivi 
delle operazioni sulla prostata. 

2. Quest’esame consente infatti una visione 
diretta delle condizioni anatomiche che si sta- 
biliscono nell’uretra posteriore dopo la pros- 
tatectomia. 

3. Deformita’ strutturali suecessive a com- 
plicazioni operatorie possono essere apprezzate 
graficamente. 

4. Le cause di alterazioni funzionali pos- 


sono essere in tal modo documentate in ma- 
niera definitiva, consentendo dati assai utili 
per uno studio comparativo con i dati clinici. 

L’esame uretrocistografico apporta un 
utile contributo alla cura delle complicazioni 
postoperatorie. 


RESUMEN Y CONCLUSIONES 


1. El examen uretrocistografico es un mé- 
todo excelente de juzgar los resultados finales 
de las operaciones prostaticas. 

2. Puede visualizarse la  reconstruecién 
anatémica de la uretra posterior después de la 
prostatectomia. 

3. Se muestran graficamente las deformi- 
dades estructurales a continuacién de las com- 
plicaciones quirtirgicas. 

4. Se facilita para su estudio, compara- 
cién y correlacién con les datos clinicos un 
registro permanente de las causas etiolégicas 
de un resultado funcional pobre. 
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5. El estudio uretrocistografico es valioso 
para el tratamiento y manejo clinico de las 
complicaciones postoperatorias. 
ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 

1. Die urethrozystographische Untersuch- 
ung stellt eine ganz ausgezeichnete Methode 
zur Auswertuneg der Endresultate von Pro- 
stataoperationen dar. 

2. Die anatomische Wiederherstellung der 
hinteren Harnroehre nach  Prostataresek- 
tionen kann demonstriert werden. 

3. Die Strukturveraenderungen nach chi- 
rurgischen Komplikationen werden im Bilde 
festgehalten. 

4. Es wird ein bleibendes Dokument ge- 
schaffen, das die Ursache eines schlechten 


Fig. 20.—Case of H., a physician. Transurethral re- 
section was done in April 1946 for frequency, nocturia 
and delay in urination due to an intraurethral pros- 
tate. The symptoms were worse after operation; there 
were intermittent incontinence, perineal pain and 
burning on urination. This urethrogram (taken Oct. 
30, 1949) shows a stricture in the bulbous portion of 
the urethra. The prostatic ducts are dilated. There is 
a lateral lobe projecting into the prostatic cavity. The 
patient failed to improve symptomatically in spite of 
chemotherapy, bladder washes and urethral dilatation. 


BRODNY AND ROBINS: 


MORBIDITY AFTER PROSTATECTOMY 


Fig. 21.—Urethrogram taken a few months after a 
difficult prostatectomy. The posterior urethra is nar- 
rowed and rigid. The diverticulum is a_ result of 
trauma beyond the line of cleavage. 


funktionellen Ergebnisses aufzeigt und das 
zur Forschung, zu Vergleichszweeken und zum 
Studium der Berziehung zu klinischen Daten 
dienen kann. 

5. Urethrozystographische Untersuchun- 
gen sind wertvoll in der Therapie und klini- 
schen Handhabung postoperativer Komplika- 
tionen. 


REFERENCES 


1. Shivers, C. H. deT., and Groom, C. E.: Pro- 
longed Morbidity Following Operation for Benign 
Prostatic Hyperplasia: a Statistical Survey, J. Urol. 
59 :893-906, 1948, 

2. Tandler and Zuckerkandl: Studien zur anatomie 
und klinik der prostata-hypertrophie, Berlin, 1922. 

3. Goldstein, A. E., and Levy, C. S.: Clinical and 
Postmortem Study of Resections of the Prostate, Urol. 
& Cutan. Rev. 37:55, 1933. 

4. (a) Butler, W. W.S., Jr., and Peterson, C. H.: 
Roentgen Ray Aids in Prostatic Resection, Virginia 
Med. Monthly 277-278, 1934. (b) Crabtree, E. G., and 


é 
— 
tlt 
bar 
157 
. 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Brodny, M. L.: An Estimate of the Value of Urethro- 
gram and Cystogram in the Diagnosis of Prostatic 
Obstruction, J. Urol 29:235-276, 1933. (c) Nedelec: 
Verification of the Anatomic Results of Suprapubic 
Prostatectomy by Urethrography, Arch. b. Malad. des 
Reins et des Organes Genito-urinaires, vol. 8, no. 2, 
147-153. 

5. Brodny, M. L.: A New Instrument for Urethro- 
graphy in the Male, J. Urol. 46:350-354, 1941. Brodny, 
M. L., and Robbins, S. A.: The Use of a New Viscous 
Water-Miscible Contrast Medium (Rayopake) for 
Cystourethrography, J. Urol. 58:182-184, 1947. Ure- 
throcystography in the Male Child, J. A. M. A., 137: 
1511-1517, 1948. 

6. Brodny, M. L., and Robins, 8. A.: Prostatic 
Obstruction: a  Urethrocystographie Classification. 
Read before the Mexican Urological Society in May 
1949. To be published. 

7. Flocks, R. H.: Local Repair Following Trans- 
urethral Prostatic Resection: Its Role in the Clinical 
Events Associated with This Operation, J. Urol. 40: 
208, 1938. Berry, N. E. and Miller, J.: Regeneration 
of Epithelium of Prostatic Urethra Following Resec- 
tion. J. Urol. 56:223-227, 1946. 


AUGUST, 1950 


8. Gordon, G. S.: Internal Sphincter after Pros- 
tatectomy, Surg., Gynec. & Obstet. 22:620, 1921. 

9. Goldstein, A. E., and Rubin, 8.: Complete Oc- 
clusion of the Vesical Orifice Following Suprapubic 
Prostatectomy: Review of the Literature and Report 
of Three Cases, J. Urol. 61, no. 3, 1948. 

10. Thompson, G. J.: Recurrence of Urinary Ob- 
struction Following Transurethral Prostatic Resec- 
tion, J. Urol. 34:405, 1935. 

11. Wallace, C., and Page, C. M.: A Note on the 
Sphincterie Control of the Bladder after Prostatec- 
tomy, Brit. M. J. 88:1405, 1911. 

12. Gordon, G. S.: Some Unfortunate Sequelae of 
Suprapubie Prostatectomy, Canad. M. A. J. 11:323, 
1921. Lowsley, O. 8., and Gentile, A.: Retropubic 
Prostatectomy, J. Urol. 59:281-296, 1948. Millin, T.: 
Retropubie Prostatectomy; a New Extravesical Tech- 
nic, Lancet, 2:729, 1933. Retropubic Prostatectomy, 
Proc. Roy. Soc. Med. 39:327, 1946. Retropubie Urinary 
Surgery. Edinburgh: E. & 8. Livingstone, Ltd. 1947. 
Philip, L: Anatomic Results of Prostatectomy, Jour. 
d’Urol. 8:353, 1919. Watson, E. M.: Study of the 
Vesical Orifice Following Perineal Prostatectomy, J. 
Urol. 1:543, 1917. 


The United States Chapter of the 


International College of Surgeons 


announces the creation of Junior Membership in the College. The House of Delegates, 


meeting on Dec. 18, 1949, establishes this new form of membership, 


with the following requirements: 


One year of internship in an approved hospital 


One year as resident surgeon in a specific surgical training program 


For further information, address 


Secretary, International Board of Surgery 


1516 Lake Shore Drive 


Chicago 10, Ill. 


4 
x 
: 
it 
158 


Clinical and Roentgenologic Manifestations 
of Obstruction of the Small Bowel 


CLAUDE J. HUNT, M.D., F.A.CS., F.I.C.S. 


WISH to emphasize the early clinical mani- 
festations of small bowel obstruction and 
to call attention to the value of a scout 
film of the abdomen in the diagnosis, differen- 
tiation and localization of the obstruction. 

The clinical manifestations are definite and 
characteristic. The pain is unlike any other 
form of abdominal colic, and it presents none 
of the manifestations of a localized disease in 
any of the four quadrants of the abdomen. 

The symptom complex may be divided into 
three characteristic manifestations, and these 
may well be called the clinical triad of small 
bowel obstruction. 

The abdominal colic of bowel obstruction is 
peculiar unto itself. It is in no way related to 
any other type of abdominal pain. It is not 
confined to any quadrant of the abdomen and 
causes little or no localized tenderness or 
rigidity. It is, therefore, not similar to a 
localized inflammatory process or to localized 
colic. It is quite the contrary ; it is generalized, 
diffuse and not associated with tenderness or 
muscle spasm, except in cases of strangulated 
obstruction. It is not continuous but spasmodic. 
It starts with a diffuse intra-abdominal cramp, 
increasing in intensity and finally culminating 
in extreme severity, only to subside and recur 
in a short time. No other form of abdominal 
colic has these characteristics of diffuseness, 
periodicity and a relatively normal physical 
picture. Only in cases of strangulated obstruc- 
tion and in the presence of adhesive bands at- 
tached to the anterior parietal peritoneum will 
there be localized tenderness or muscle spasm. 

Corresponding with this periodic spasm of 
pain and synchronous with it occur visible 
peristalsis and audible intestinal sounds of 
particular diagnostic significance. 

Peristalsis is sometimes visible in the early 
stages of obstruction and in the patient whose 
abdominal wall is not too thick and obese. It 
should always be carefully considered, and ob- 
servations should be made to detect its presence 
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during the attack of intestinal colic. It in- 
creases in prominence as the pain progresses, 
and often waves of peristalsis can be seen to 
pass across the abdomen. It subsides with the 
cessation of pain. It is significant and diag- 
nostic if present, but it is not nearly as fre- 
quent as colicky pain and borborygmus. 

Audible borboryemus is synchronous with 
intestinal colic and visible peristalsis. The 
sounds increase in intensity, finally ending in 
a loud metallic sound with the cessation of 
colic and peristalsis. It can be auscultated with 
the stethoscope and may even be audible to the 
patient. Pain and borborygmus of this type 
are distinctive of obstruction and are not as- 
sociated with other forms of abdominal colic. 
If the obstruction is advanced, pain and 
peristalsis may be absent and the abdomen 
silent, because of distention and paralysis of 
the bowel. 

These three clinical entities, constituting 
the triad of obstruction of the small bowel, 
are always present and are usually not rec- 
ognized with sufficient promptness. 

Vomiting is of significance when it occurs 
with abdominal colic and its associated symp- 
toms. With the first onset of obstruction, re- 
gardless of its location, vomiting may occur 
immediately as a reflex response. It is a 
response to the initial shock and not regurei- 
tant from progressive distention of the bowel. 
It is a protective action of nature to put the 
bowel at rest and to empty it of its accumu- 
lated contents. It ay even occur in the pres- 
ence of obstruction of the colon, as a reflex 
physiologic response. It is of greatest diag- 
nostie significance when associated with spas- 
modie diffuse abdominal colic. At any rate, 
regurgitant vomiting is associated only with 
progressive distention of the proximal bowel, 
and in cases of low bowel obstruction it takes 
a variable period of time, depending on the 
level of the obstruction. 

The passage of gas or the evacuation of the 
bowels, either spontaneously or by enema, may 
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occur and may give a false sense of security 
of intestinal patency. This has been empha- 
sized by Wangensteen and Goehl.' It occurs 
often in cases of complete intestinal obstruc- 
tion; its character is reflex, and it represents 
another example of nature’s attempt to put 
the bowel at rest. It must be remembered that 
there is nothing physiologically or anatomi- 
cally wrong with the bowel distal to the ob- 
struction, and it may function in an evacuating 
capacity with or without stimulation. 

External evidence of strangulation is posi- 
tive indication of obstruction, and the presence 
of sears of a previous abdominal operation or 
abdominal distention is significant when asso- 
ciated with the clinical symptoms of obstruc- 
tion. Distention in simple obstruction is sym- 
metrical, but in strangulated obstruction it is 
more localized and is more apparent over the 
loop of distended bowel. 

Value of Abdominal Roentgenogram.—al- 
though gaseous shadows in the small bowel 
have been known for over thirty vears to be 
of some importance as an indication of dis- 
turbed continuity, the profession is still not 
sufficiently impressed with their diagnostic 
value to institute an early roentgen study in 
cases of suspected obstruction of the small 
bowel. Schwarz in 1911 called attention to the 
easeous shadows seen in the small bowel in 
the presence of obstructive lesions and_ in- 
dicated their significance. He advised the use 
of an opaque medium as a confirmatory diag- 
nostic agent. In 1914 Case described gas 
shadows in the small bowel as a diagnostic aid 
in cases of obstruction. Dloiber in 1919 was the 
first to state that the diagnosis of small bowel 
obstruction could be made by the gaseous 
shadows on a roentgen negative and that a 
contrast medium was not necessary for con- 
firmation. He demonstrated that gas shadows 
in the small bowel are abnormal and indicative 
of obstruction. 

The typical transverse pattern described by 
Case is not necessary for a diagnosis of ob- 
struction. A collection of gas in the small bowel 
in an adult may be considered pathognomonic 
of intestinal interruption. In very small chil- 
dren gas may be seen in the small bowel and 
have no diagnostic significance. The accumu- 
lation of gas after obstruction is not a late 
development; it is seen soon after the onset 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


AUGUST, 1950 


of the obstruction, being easily demonstrable 
as a rule in four or five hours. The distribu- 
tion of gas in the small intestine is indicative 
of the type of lesion present. In a case of 
simple obstruction the distended intestines 
may be centrally located and transverse to the 
long axis of the body, while in the presence of 
loop obstruction the dilated loops of bowel 
may assume no definite pattern and distention 
of the proximal bowel is slow to develop. If 
the walls separating the loops are thick, it 
signifies the presence of fluid or exudate. Col- 
lections of gas in the large intestine are quite 
in contrast to collections in the small bowel: 
the pattern is that of the colon, the bowel wall 
is thicker, and haustral markings are present. 

The stepladder appearance of simple dis- 
tention of the small bowel indicates advanced 
obstruction and is associated with a variable 
degree of abdominal distention. 

Valvulae conniventes are seen with simple 
obstruction and not with advanced strangu- 
lated obstruction. The gas is present and can 
be demonstrated long before distention and 
this particular pattern develop. Thus it may 
be said fairly accurately that the roentgen ray 
can make possible an early diagnosis of small 
bowel obstruction, that it can demonstrate the 
presence and pattern of the gas in the ob- 
structed bowel, and that it can indicate the 
location and probable nature of the obstrue- 
tion. 

From an abdominal roentgenogram one can 
readily determine whether the distention is in 
the large or the small bowel. If it is in the large 
bowel it is usually a closed loop obstruction, 
the ileocecal valve preventing regurgitation 
into the ileum. It shows a gaseous colonic pat- 
tern. If it is in the small bowel the type and 
character of the distention depend upon the 
nature of the obstruction, and from the pat- 
tern of distention the urgency of the situation 
becomes apparent. 

When distention occurs postoperatively 
there may be a question as to whether me- 
chanical obstruction or paralytic ileus is 
present. In the former event the small intes- 
tines are obstructed; in the latter there is dis- 
tention of both the small and the large bowel. 
A roentgen film shows the nature of the gas- 
eous distention and distinguishes between the 
two conditions. If the obstruction is mechani- 
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cal, the small bowel is distended and the colon 
is empty; if ileus is present, gaseous distention 
is apparent in both the small and the large 
bowel. Repeated films may be necessary to 
determine the certainty of ileus. Consideration 
must also be given to the presence of a so- 
called silent and painless abdomen as a dif- 
ferential point in diagnosis. 

A simple adhesive band producing proximal 
distention of the bowel results in no immediate 
vascular damage, and in advanced obstrue- 
tion operation may be deferred until rehabili- 
tation of the patient can be accomplished and 
intestinal decompression established. A loop 
obstruction, volvulus or strangulation, on the 
other hand, demands immediate operative 
intervention because of the danger of devitali- 
zation and intestinal gangrene. With such ob- 
struction the bowel does not assume the trans- 
verse position but forms one or more distended 
loops, with no apparent pattern and with little 
or no proximal distention until the obstruction 
has been present for many hours. The reason 
for the delay in distention of the proximal 
bowel is not understood, but it is probably due 
to the associated hyperemia, edema and neuro- 
genic imbalance. Wangensteen has mentioned 
the altered state of the bowel proximal to the 
strangulated loop as a partial explanation. 

The simple adhesive obstructions are prob- 
ably the most common types involving the 
small intestines, and their presence can be 
detected early by roentgen study. The pattern 
is characteristic, and the sequelae of chemical 
imbalance, dehydration and distention are in 
proportion to the extent and level of the ob- 
struction. 

Obstructions of the small bowel frequently 
occur in association with inflammatory lesions 
within the abdomen and usually present the 
characteristic pattern of a progressive proxi- 
mal distention in which the viability of the 
bowel is not in jeopardy. With this type of 
obstruction it is not often necessary to inter- 
vene surgically, as the condition results from 
localized inflammation and edema which nar- 
row and constrict the adherent bowel to the 
point of obstruction. 

Surgical treatment is attended by great 
danger to the inflamed, edematous bowel and 
may lead to extension of the infection. Intes- 
tinal decompression by the Miller-Abbott tube 


SMALL BOWEL OBSTRUCTION 


Fig. 1.—Simple obstruction. Note transverse position 

of bowel. Valvulae conniventes present; blood supply 

to bowel not impaired; immediate operation not advis- 
able; decompress by Miller-Abbott tube. 


reduces distention and lessens the edema and 
hypertrophy proximal to the obstruction. With 
intubation and appropriate systemic measures, 
recovery will occur without resort to surgical 
measures. Enterostomy is not required, as a 
more effective decompressive measure is found 
in intestinal intubation. Enterostomy is in- 
effective, since it drains only a limited seg- 
ment of the bowel or a few distended loops 
and has many hazards. I have discarded the 
procedure. 

Oceasionally an obscure hernia within the 
abdomen arouses the suspicion of intestinal 
obstruction, to be confirmed by a roentgen 
film. A Richter’s hernia is very similar. The 
picture resembles that of simple obstruction, 
with the added danger of segmental gangrene 
of the bowel. 

In patients of advanced years on whom no 
previous abdominal operations have been per- 
formed, the possibility of a colonic lesion must 
be given careful consideration. This can be 
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most effectively determined by a_ barium 
enema. Such a lesion having been excluded, 
some variety of small bowel obstruction must 
be considered. 

External Strangulation.—Rarely is there 
any prolonged delay, because the patient is 
aware that the long-existing hernia is no longer 
symptomless but has suddenly become an ir- 
reducible mass, firm and hard. The abdominal 
pain and symptoms are associated with this 
persistent protrusion. The physician, accus- 
tomed to recognize the significance of this 
clinical entity, promptly calls surgical consul- 
tation, and operative intervention is_ insti- 
tuted usually before gangrene of the bowel 
intervenes. 

I have not been sympathetic with attempted 
medical reduction of strangulated hernia. 
Even if it is successful, nothing permanent has 
been done to prevent recurrence, and the 
viability of the reduced bowel is questionable. 
It is better to reduce the bowel under direct 
vision, carefully inspect it for adequate cir- 
culation and repair the hernial defect. Then 
and only then can one be certain of the viable 
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continuity of the bowel, and only then has 
anything been done to prevent a recurrence 
of the catastrophe. I therefore do not attempt 
manipulative reduction of any strangulated 
hernia, but advise immediate surgical repair. 

Clinical Observations.—Some years ago I 
presented my experience in the correlation of 
my operative data with the previous roentgen 
diagnosis. I found that a competent roent- 
genologist was capable of distinguishing  be- 
tween simple obstruction and the strangulation 
type of obstruction by proper interpretation 
of the gaseous patterns as portrayed by a 
scout film of the abdomen. 

This differentiation is related to the gaseous 
pattern assumed by the obstructed bowel and 
to the presence or absence of the valvulae con- 
niventes. It may well be stated as axiomatic 
that a simple type of obstruction presents a 
definite type of intestinal pattern associated 
with well defined valvulae conniventes, while 
a strangulated obstruction distends without 
any gaseous pattern, and, because of extrav- 
asated blood in the strangulated loop, no 
valvulae conniventes are seen. 


Fig. 2.—Obstruction of the small bowel. Note ‘‘stepladder’’ horizontal position of bowel. Valvulae conniventes 
are present. (Deflated by Miller-Abbott tube.) 
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Fig. 3.—Gangrenous obstruction. The plate shows loss of valvulae conniventes with impairment of blood sup- 
ply to bowel. Note irregular pattern of distended bowel. Specimen of gangrenous bowel attached. 


Figs. 1, 2 and 3 illustrate the types of in- 
testinal obstruction and the advantages of 
the Miller-Abbott tube. 

In the past fifteen years, 54 patients have 
been operated upon for obstruction of the 
small bowel and 13 others have had a varying 
degree of obstruction, associated either with an 
inflammatory process within the abdomen or 
with a postoperative distention that subsided 
without operation on use of the Miller-Abbott 
tube and supportive measures. 

Analysis of the 54 operative cases resulted 
in the following data: The series included 32 
small bowel obstructions from adhesive bands 
in which no resection was necessary; 14 
strangulated obstructions with 7 resections; 4 
cases of carcinoma of the small bowel 
(jejunum; operation; recovery) 1 gallstone 
obstruction of the terminal portion of the 
ileum; 1 in rectal pouch not recorded; 1 in- 
tussusception, and 2 cases of mesenteric throm- 
bosis. 

Six deaths followed operation in this series. 
In 1 case of intussusception the patient, a 
child, died of pneumonia. In 1 case of small 
bowel obstruction following cholecystectomy 


for stones the patient died of peritonitis. In 1 
case circulatory collapse followed operation 
for adhesive obstruction of the small bowel. 
Two deaths were due to strangulated hernias 
(1 res.—anesthetic death) and 1 to mesenteric 
thrombosis. These 6 cases represent a mortality 
rate of 11 per cent. 

The clinical and roentgen observations were 
carefully correlated by a joint conference 
with the roentgenologist, and a careful check 
was made at the operating table. Accuracy in- 
creased with the progress of the study. In no 
case was there a serious error in the preopera- 
tive differentiation of simple and strangulated 
obstruction. The roentgenologic interpreta- 
tions were made by Dr. Ira H. Lockwood, 
roentgenologist at Research Hospital. 

Miller-Abbott Tube.—The Miller-Abbott 
tube was used as an adjunct in most of the 
operative cases, as either a preoperative or a 
postoperative measure. Clinical and roentgen 
evidence of suspected postoperative small 
bowel obstruction or ileus has frequently led 
to recovery by decompression with the Miller- 
Abbott tube without operation. 

In the Research Hospital the procedure of 


) 
ae 
163 
- 
= 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


passing the tube is the function of the roent- 
genologic department. This is usually success- 
fully accomplished by Dr. Lockwood and his 
associates, whose splendid cooperation is here 
acknowledged. 

The indications for use of the Miller-Abbott 
tube in cases of small bowel obstruction are 
very definite. The tube is indicated for simple 
adhesive obstruction with extensive proximal 
distention and for obstruction associated with 
inflammatory lesions. It is valuable in cases of 
early obstruction to prevent postoperative 
ileus or further distention. As has been men- 
tioned by Wangensteen, the nature of the ob- 
struction may be such that it will relent after 
intestinal intubation and operation will be 
necessary. This is often true of incomplete ob- 
structions. It is not indicated for strangulated 
serviceable after operation to aid in prevention 
of ileus and to hasten restoration of bowei 
obstruction as a preoperative measure. It is 
tone. 

The Miller-Abbott tube is not employed as 
often as it should be. Many have become dis- 
couraged with attempts to pass it, and it has 
fallen into disrepute. The passage of the tube 


requires patience. The roentgen department of 
the Research Hospital, over a period of several 
years, has attempted to pass the tube 212 
times and has successfully passed it in 204 in- 


stances. The department successfully 
passed the tube in 44 instances in the treat- 
ment of small bowel obstruction occurring on 
my service. 

In my experience with the Miller-Abbott 
tube, a definite improvement in the patient’s 
condition has been perceptible in twelve to 
twenty-four hours. The tube has been of great- 
est value in cases of nonstrangulated obstruc- 
tion with extensive proximal distention of the 
bowel, as an aid in deflating the intestines and 
making them surgically accessible. Likewise, 
it has been valuable for obstructions associated 
with intra-abdominal inflammation. After the 
inflammation has subsided the obstruction will 
relent. Distention has been prevented or elimi- 
nated, and with the tube well down the in- 
testinal tract, and the bowel deflated the pa- 
tient can be fed a thin semiliquid diet. I 
believe it advantageous for colonic lesions, as 
the small intestines are “telescoped” onto the 
tube, making a more accessible approach to the 
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colon. It is also a decompression medium after 
operation. 

It is correctly mentioned by Gatch that a 
bowel that has been dilated for some time will 
not recover the power to contract for several 
days after the intra-enteric pressure has been 
reduced to normal. The tube is of the utmost 
value and should not be too hastily removed 
after decompression. It should be more fre- 
quently used. 


SUMMARY 


1. The clinical manifestations of small 
bowel obstruction are very characteristic and 
are unlike those of anv other abdominal symp- 
tom complex. 

2. The scout film of the abdomen is of great 
value from the standpoints of diagnosis, locali- 
zation and differentiation. 

3. Personal conception of the management 
of external strangulation is stated. 

4. The correlation of the clinical and the 
roentgen diagnosis prior to operation is re- 
corded in a review of cases. 

5. The value of the Miller-Abbott tube and 
the indications for its use are emphasized. 


RESUME 


1. Les manifestations cliniques de l’obstrue- 
tion de l’intestin gréle sont trés caractéristiques 
et en cela elles différent de tout autre symp- 
tome abdominal. 

2. Radioscopie de abdomen est de grande 
valeur du point de vue du diagnostic, de 
localisation et de différentiation. 

3. La conception personnelle de l’auteur du 
traitement de |’étranglement externe est men- 
tionnée. 

4. La revue des cas etablit une correlation 
du diagnostic clinique et des ravons “X” pré- 
opératoires. 

5. La valeur du tube Miller-Abbott et les 
indications pour son emploi sont recom- 
mandées avee emphase. 


RIASSUNTO 


1. I sintomi elinici dell’ostruzione intesti- 
nale (i. tenue) sono cosi caratteristici, da 
consentire una differenziazione relativamente 
facile dalle altre sindromi addominali. 

2. Radiografie esplorative dell’addome aiu- 
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tano molto la diagnosi, la localizzazione e la 
differenziazione dell’ostruzione. 

3. L’A. espone il suo punto di vista riguardo 
la cura della strangolazione esterna. 

4, Una correlazione fra i sintomi clinici e 
gli esami radiografici viene stabilita in base 
ad una revisione dei singoli casi. 

5. Viene infine sottolineata Vutilita’ del 
tubo di Miller-Abbott, di cui vengono ricor- 
date le indicazioni. 


ZUSAMMENFASSUNG 


1. Dieklinischen Erscheinungen des Duenn- 
darmverschlusses sind sehr charakteristisch 
und unterscheiden sich von denen aller an- 
deren Bauchsymptomenkomplexe. 

2. Die Leeraufnahme des Bauches ist von 
grossem Wert in bezug auf Diagnose, Lokali- 
sation und Differenzierung. 

3. Die persoenliche Auffassung des Verfas- 
sers von der Behandlung aeusserer Einklem- 
mungen ist dargelegt. 

4. Die Beziehung zwischen klinischer und 
roentgenologischer Diagnose vor der Opera- 
tion wird in Form einer Besprechung von 
Faellen dargestellt. 


HUNT: SMALL BOWEL OBSTRUCTION 


5. Der Wert Miller-Abbottschen 
Schlauches und die Indikationen fuer seine 
Anwendung werden hervorgehoben. 
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Urologic Essay Contest 


The American Urological Association offers an annual award of $1000.00 (first 
prize $500.00, second prize $300.00 and third prize $200.00) for essays on the 
results of clinical or laboratory research in urology. Competition is limited to 
urologists who have been in this specific practice for not more than five years and 


to men in training to become urologists. 


The first prize essay will appear on the program of the forthcoming meeting of 
the American Urological Association, to be held at the Palmer House, Chicago, 


May 21-24, 1951. 


Full particulars may be obtained from the Secretary, Dr. Charles H. de T. 
Shivers, Boardwalk National Arcade Building, Atlantic City, New Jersey. Essays 


must be in his hands before Feb. 10, 1951. 
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Ktintscher Nail Technic for Fractures of Femoral Shaft’ 


J. E. M. THOMSON, M.D., F.A.C.S., F.I-CS. 


N 1940, when Kiintsecher brought forward 

intermedullary nailing of fresh fractures 
of the long bones, his method was quickly 
accepted as a simple procedure for osteosyn- 
thesis that would revolutionize the treatment 
of fractures. However, this idea of simplicity, 
the abuse of the principles involved, and the 
misuse of the method caused frequent criticism 
and brought disrepute upon the technie at the 
particular time when it was most needed. 

Intermedullary nailing has been known and 
used for a long time, but the advent of the 
Kiintscher nail technic as a routine procedure 
in the treatment of fractures is perhaps the 
one great contribution of German medicine 
during World War II. Broad experience with 
it has brought realization of the fact that it is 
not a simple procedure and that it has definite 
limitations. But when one realizes these fac- 
tors and correctly applies the method, the re- 
sults are truly remarkable. 

In this country we knew little of the method 
until late in the war, when wounded American 
prisoners began filtering back to our army hos- 
pitals with strange rods showing in the roent- 
genograms of their femurs. My interest was 
quickened by observing numerous such cases 
in Czechoslovakia while serving as a member 
of the Unitarian Service Committee and the 
UNNRA-sponsored Medical Teaching Mission 
in 1946. While there I was able to acquire a 
limited supply of nails and equipment, which 
gave me my first experience with the method. 
Again in 1948, on a similar mission to Poland 
under the sponsorship of the Unitarian Service 
Committee and the World Health Organiza- 
tion of the United Nations to Poland, I was 
privileged to study about 80 fractures treated 
by intermedullary nailing. My concepts and 
opinions as herein expressed will be dealt with 
later. They are based upon these experiences 
and upon my observations of fractures treated 
in the Lincoln Orthopaedie Clinie. 

“The first part of this article was presented at the 
Fourteenth Annual Assembly of the United States Chap- 
ter, International College of Surgeons, Atlantic City, No- 
vember 1949, 

From the Lincoln Orthopaedic Clinic. 
Submitted for publication Nov, 25, 1949. 


LINCOLN, NEBRASKA 


For fresh transverse and short oblique frac- 
tures of the midshaft of the femur this method 
has no equal. For similar fractures 4 inches 
(10 em.) below the tip of the great trochanter 
and above the lower third of the femur, it has 
been used very successfully. For certain com- 
minuted fractures in which there is difficulty 
in retaining full apposition, it sometimes has 
the distinct advantage of maintaining general 
contour, but in these cases great care must be 
used to prevent rotation and shortening. Early 
ambulation is not possible in such instances. 

My very enthusiasm for this procedure leads 
me to emphasize caution. The major plea of 
this presentation is to the effect that, if one is 
to avoid disastrous complications in inter- 
medullary nailing, due regard must be given 
to: 

1. The age and general condition of the 
patient. (Timing is of the utmost importance. 
As Bohler has stated in his splendid book on 
this subject, the operation is never an emer- 
geney procedure. ) 

2. The well founded principles of fracture 
treatment and traumatic surgery. 

3. The strict limitations of the method as 
applied to the selection of cases in which it is 
to be used. 

4. A thorough knowledge of the technic. 

5. The availability of all the necessary ap- 
paratus and all the sizes of nails required to 
reduce the fracture, insert or extract the nail. 
or cut off a prosthetic device. 

Though I recognize the many advantages of 
closed reduction, which, by fluoroscopic control, 
simplifies the procedure considerably, my ex- 
perience has been limited to fractures which 
did not lend themselves to this method, prin- 
cipally because of the time that had inter- 
vened and the severity of the fracture. The 
excessive manipulative trauma that would be 
required did not seem justified. My experience 
with this method has been limited to open ex- 
posure of the fracture and retrograde nailing. 
Since one must observe the strictest aseptic 
technic when an incision is made above the 
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Fig. 1.—Intramedullary nailing technic. 4, hole made through end of trochanter for insertion of nail; at 

right, diameters of rods used for this purpose (see text). B, nail driven through hole in trochanter. C, slotted 

driver to fit over head of nail. D, nail driven home, leaving head out above. F, fracture nailed and packed with 
cancellous bone chips (see text). 


trochanter for blind nailing, I was of the 
opinion that one thoroughly versed in bone 
surgery should be able, when necessary, to ex- 
pose the fracture site without great fear of 
causing infection in the area. A slip in aseptic 
technic, with either method, may prove dis- 
astrous. The advantages of open exposure of 
the fracture, accurate reduction, and the op- 
portunity to supply cancellous bone material 
to the area have justified this method in my 
modest series. 

Indications for Intermedullary Nailing of 
Fractures of the Femur.—The following points 
are important : 

1. The patient must be in good general 
condition and well prepared for operation. 

2. There must be healthy skin and good 
circulatory condition of the extremity. 

3. If the fracture is compound, the usual 
procedure of early debridement and closure 
should be followed. Chemotherapy or anti- 
biotie therapy is essential. If at the end of ten 
days or two weeks there is no evidence of in- 


fection, I consider the fracture suitable for 
nailing. If possible, the incision should be 
made distant from the point of compounding. 

4. Distant foci of infection should be 
healed before nailing is attempted. 

5. All transverse and short fractures and 
some long oblique fractures of the middle third 
of the femur may be treated by this method. 
It is essential in cases of oblique fractures in 
this region that the nail penetrate deeply and 
become implanted in the dense cancellous bone 
of the lower metaphysis. 

6. Transverse fractures and some com- 
minuted fractures of the upper third of the 
femur, provided that they are 4+ inches (10 
em.) below the tip of the great trochanter, 
and fractures an equal distance above the 
knee joint may be treated by this method. 
Again, it is important that the nail be firmly 
implanted in the distal metaphysis. 

7. Old nonunions and malunions of the re- 
gions mentioned in Points 5 and 6 are usually 
best corrected (osteotomy for malunion) and 
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then treated by this method. However, since 
the muscle stress has occurred in a line of de- 
formity over a long period and the muscles 
are contracted, the patient should be placed 
in a plaster of paris spica east for six to eight 
weeks to prevent re-formation of the deformity. 
Technic of Intermedullary Nailing of Frac- 
tures of the Femur.—1. There is usually far 
more shock associated with fractures of the 
femur than is immediately evident. Therefore, 
I prefer to place the patient in traction sus- 
pension for a few days to a week prior to op- 
eration. A Russell type or Thomas splint will 
often practically reduce the fracture and make 
the application of the nail much simpler. Fur- 
ther, this short delay assures accurate evalua- 
tion of the risk and provides an opportunity 
to build up the patient. 
2. A twenty-four hour clean-up prepara- 
tion of the extremity for operation is essential. 
3. Choice of anesthesia is important. Spi- 
nal anesthesia gives splendid relaxation and is 
perhaps preferable. However, I also use cyclo- 
propane and intravenous sodium pentothal. 
4. Positioning and draping on the operat- 
ing table is of the utmost importance. The 
patient lies on the well side. The injured ex- 
tremity is held manually or by traction in a 
position of 70 to 90 degrees of flexion with 
the trunk and in mild abduction while being 
painted with an approved antiseptic solution 
from above the ilium to below the knee. Dou- 
ble draping under and over the extremity and 
draping of the extremity itself from above 
the knee, including the foot, are necessary for 
sterile handling. Resting with the fractured 
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Fig. 2.—Steps in intramedullary nailing technic (see 
text). 
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extremity held in traction flexion and adduc- 
tion, the great trochanter points backward 
and upward with the lateral prominence of 
the thigh. 

Secure draping is of the utmost importance 
to assure an adequate operative field. 

The incision should be draped so that the 
contact of the skin with the instruments is 
avoided. 

The trunk should be well supported with 
sandbags. 

The incision should be made no longer than 
is necessary to expose the site of fracture. 

Consideration should be given to atraumatic 
management of the area exposed. The antero- 
lateral or posterolateral approach is usually 
preferable in following fascial planes for ex- 
posure of the fracture. 

In my opinion, minimal damage to muscle 
tissue bears a direct relation to the safety of 
exposure as well as to the ultimate result. 
Usually there is sufficient traumatie stripping 
of the proximal fragment already evident to 
permit it to be grasped with bone-holding for- 
ceps, and this fragment is lifted sufficiently 
to permit the medullary auger to be inserted. 
By manual force and augering rotating pres- 
sure a hole is made for the nail at the appro- 
priate spot in the upper cortex of the femoral 
neck, just medial to the trochanter. 

The auger is then removed, and the nail, 
which has been selected for proper length and 
size, is carefully driven up the fragment until 
it presents on the skin of the gluteal region. 
An incision about 2 em. in length is made over 
this presentation. The area is draped so that 
the nail will not touch the skin. The nail is 
driven through this incision until only the 
end is exposed below the end of the proximal 
fragment. 

The distal fragment is then carefully 
grasped with a bone-holding forceps, the ex- 
tremity being gently handled by an assistant, 
and the fragments are approximated and 
locked over the exposed end of the nail. The 
fragments are then carefully approximated 
as to rotation and angulation. The nail is 
driven with an impacter from above down into 
the shaft to its seat just above the neck of the 
femur. 

At this juncture a roentgenographie check 
of the entire length of the femur is essential, 
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both in the anteroposterior and the lateral 
position, to be sure that the nail is sufficiently 
long and not too long and is adequately em- 
bedded in the lower metaphysis. The frag- 
ments should be well impacted together before 
closure. Cancellous bone chips packed about 
the fracture seem to have a favorable effect 
upon the rapidity of consolidation and union ; 
therefore I use them as a routine in reduction. 
After conventional closure of the wound 
the extremity may be placed in some type of 
flexion fracture frame (Bohler, Braun, ete.), 
or in a Hodgen’s splint, for two weeks. 
After-Care.—As soon as desired, the patient 
is encouraged to move the foot and ankle and 
flex and extend the knee. He is encouraged to 
inaintain use of all the muscles of the extrem- 
ity. At the end of a couple of weeks, more 
active motion for the hip and the knee is 
urged. In three weeks the patient may be up 
on crutches and increase his weight bearing 
as he learns to protect the extremity. I learned 
from the Polish surgeons, who use this method 
almost as a routine, that if the patient will 
learn to walk with a stiff knee the muscles tend 
to splint the fracture site. Therefore, stiff-knee 
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Fig. 3 (Case 1).—S. Z., aged 40. A, before operation; 
B, two years later, before removal of nail. 


walking is absolutely essential during the early 
stage of ambulation and weight bearing. Full 
motion of the knee and exercise to develop 
strong muscular protection is essential when 
the patient is sitting or recumbent. 

As yet I am somewhat of a coward when it 
comes to allowing too much liberty. I am still 
inclined to use a plaster of paris spica, particu- 
larly for persons who are not athletic and do 
not have good musele tone, and allow them 


Fig. 4 (Case 2).—K. W., aged 18. 4, before operation; B, four months after insertion of nail; C, two years 
later, nail removed. 
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Fig. 5 (Case 3).—C. W., aged 44. 4, before operation; 
B, May 1947, before removal of nail. 


to get up in this and walk after one month 
before giving them full freedom. 

Instruments Essential for Intermedullary 
Nailings—One should be provided with the 
following equipment : 

1. A full set of adequate instruments for 
doing fracture and bone operations. 

2. Roentgen facilities. Prior to operation, 
very accurate check should be made on the 
length of the well limb, preferably by roent- 
gen study. Nails of known length are laid along- 
side the uninjured femur for control. By this 
method the proper length of nail can be de- 
termined. However, various sizes and lengths 
should be on hand at the time of operation. 

3. Special instruments used for augering 
and as guides, and for driving and extracting 
nails. When in Europe in 1948, I introduced 
the Peterson vise type pliers in the intermedul- 
lary nailing technic and found them invalu- 
able, not only for holding the nail during its 
insertion but also for removing the nail. Fur- 
ther, these pliers make excellent boneholding 
forceps. They can be purchased at any hard- 
ware store and used without adaptation. How- 
ever, some instrument manufacturers are mak- 
ing useful adaptations for this instrument. 

4. Adequate roentgen facilities for recheck 
examination. 

+. The “know-how” that comes only with 
practice and experience. 

Comment.—Since this procedure allows early 
ambulation and release of hospital beds, and 
also contributes to early funetion and eco- 
nomic usefulness, it has particular importance 
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from an economic angle. Should a metropoli- 
tan area become a victim of major catastrophe 
due to the elements of nature, to bombing or 
to war, the traumatic surgeon who is not fa- 
miliar with intermedullary nailing would be 
eaught short when a quick turnover of hospi- 
tal bed capacity became essential. 


FRACTURES TREATED IN POLAND: 
REPORT OF CASES 


In 1948, as has been mentioned, it was my 
privilege to serve with a medical teaching 
mission to Poland. Opportunity was there af- 
forded me to examine 45 fractures of the fe- 
mur treated by Kiintscher nailing in 43 per- 
sons from the clinies of Professor Adam Gruca 
of Warsaw, Professor Wiktor Dega of Poznan. 
and Dr. Sowinski at Kosciuszko Hospital in 
Piekary, Poland, and to study their records 
and roentgenograms. This is by no means a 
study of a consecutive group of fractures; it 
is limited to patients who could be secured 
and brought in for review. The line drawings 
here shown are tracings from roentgenograms. 
Unfortunately a few of these tracings were 
lost, but almost every problem to be met in 
fractures of the shaft treated by intramedul- 
lary nailing is covered by the illustrative ma- 
terial available. 

Fresh fractures were seldom immobilized in 
plaster of paris; rather, for two or three weeks 
after operation they were usually placed in a 
Bohler frame or some modified incline frame 
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Fig. 6 (Case 4).—U. 8., aged 17. 4, before operation; 
B, after operation. 
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ie. (Case 5).—H. 8., aged 37. A, before operation; 
B, eleven months later. 


with only enough traction to stabilize the ex- 
tremity. With the femur so inclined in mild 
flexion, motion of the knee was started in a 
few days and encouraged throughout con- 
valesecence, particularly while in bed and when 
sitting, to prevent loss of muscle tone and 
maintain function. 

Patients with old deformities, after correc- 
tion and nailing, were usually placed in a 
spiea plaster cast but encouraged after a few 
weeks to be ambulatory on crutches. If these 
fractures were not immobilized there was often 
a tendeney toward muscle pull in the direction 
of the previous deformity, to the extent of 
bending the nail. 

For the most part the fractures treated at 
the clinies of Professors Gruea and Dega were 
old nonunions, malunions, and fractures with 
long histories of osteomyelitis from compound- 
ing; those in Sowinski’s series were mostly 
fresh fractures, operatively treated as early 
as indicated, the patients having been brought 
immediately to the hospital after injury. 

Since fluoroscopic control was not readily 
available, reduction and blind nailing were 
not used. The site of fracture or deformity was 
exposed by incision; retrograde nailing was 
performed, and the nail was guided across the 
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fracture line with accurate visual approxima- 
tion of the fragments. 

These cases have been classified under three 
headings: 

1. Fractures of the upper third of the fe- 
mur. 

2. Fractures of the middle third of the fe- 
mur. 

3. Fractures of the lower third of the fe- 
mur. 

The order of presentation is as follows: 

1. A brief summary of the pertinent facts 
in each case; diagrams of the roentgen pic- 
ture before and after nailing (when avail- 
able) ; observations as to the result. 

2. A general summary of information on 
the group as a whole. 

3. A brief discussion of unusual features of 
interest. 
4+. Conclusions as regards each group. 


FRACTURES OF THE UPPER THIRD 
OF THE FEMUR 


Cast 1.—Patient: S.Z., aged 40. Cause of frac- 
ture: ski accident. Date of injury: Feb. 23, 1946. 
Condition: simple comminuted fracture, nonunion, 
shortening. Treatment and course: nail inserted 
June 15, four months after injury; spica cast worn 
three months; no weight bearing until removal of 
cast; nail removed in June 1948. Result: Patient is 
skiing once more and is a mountain climber and 
guide. Two years after operation the pin was 
removed, as it was needed for another fracture. 

Case 2.—Patient: K.W., aged 18. Cause of frac- 
ture: gunshot wound of right femur. Date of in- 
jury: 1944. Condition: outward bending deformity 
and union; extensive healed lateral scar; shorten- 
ing; pain in hip. Treatment and course: nail in- 
serted July 1947; weight bearing in plaster spica 
after nine weeks; cast removed in three months; 
nail removed in January 1948, eighteen months 
later. Result: splendid; function perfect. 

Case 3.—Patient: C.W., aged 44. Cause of frae- 
ture: motoreyele accident. Date of injury: June 
1945: Condition: high oblique fracture, nonunion, 
outward deformity; loss of substance absorption. 
Treatment and course: nail inserted April 1946; 
plaster spiea for three months; nail removed in 
May 1947, thirteen months later. Result: 2.5 em. 
shortening compensated by lift; good result. 

CasE 4.—Patient: U.S., aged 17. Cause of frae- 
ture: sports accident. Date of injury: Feb. 18, 
1945. Condition: malunion with outward deformity. 
Treatment and course: nail inserted Jan. 24, 1947, 
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Fig. 8 (Case 6).—P. G., aged 37. A, at operation; B, 
eleven months later. 


after osteotomy; spica cast and early weight bear- 
ing for three months; nail not removed. Result: 
good function; 90 degree knee flexion; no shorten- 
ing; patient has limp. 


Case 5.—Patient: H.S., aged 37. Cause of frac- 
ture: fell out of window; both femurs fractured. 
Date of injury: June 1946. Condition: right mal- 
position; loose lateral ununited fragment. Treat- 
ment and course: operation (unsuccessful) October 
1946; nailed January 1947; loose fragment held 
with wire; no cast; early weight bearing, one 
month; nail not removed. Result: left fractured 
femur healed with satisfactory approximation; 
good union; patient still disabled and walks with 
cane because both legs were involved. 

Case 6.—Patient: P.G., aged 37. Cause of frac- 
ture: gunshot wound in both femurs. Date of in- 
jury: March 1945. Condition: left femur healed 
with some limitation of knee motion of right 
femur when operated on; malunion; severe de- 
formity. Treatment and course: nail inserted June 
1947; early weight bearing with crutches for 
three months; no east; nail not removed. Result : 
good union; severe soft tissue loss; both femurs 
fractured; patient still disabled and walks with 
cane. 

Cast 7.—Patient: H.J., aged 38. Cause of frac- 
ture: fall resulting in a fused hip. Date of injury: 
July 1946. Condition: malposition; fusion not dis- 
turbed. Treatment and course: nail inserted August 
1946; patient in spica cast three months; early 
weight bearing one month; nail not removed. Re- 
sult: good; patient has stiff hip. 
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Case 8.—Patient: G.S., aged 36. Cause of frac- 
ture: motoreycle accident. Date of injury: May 
1946. Condition: two fractures, malposition; non- 
union upper third and junction of middle and 
lower third. Treatment and course: nailed June 
10, 1947; plaster spica three months, no weight 
bearing; nail not removed. Result: good functional 
result and good position; nearly full motion of 
knee; patient very active and working one year 
after operation. 

Case 9.—Patient: T.W., aged 41. Cause of frac- 
ture: mine accident, both femurs; scrotal wound; 
lost testicle; highly septic. Date of injury: March 
21, 1948. Condition: right simple comminuted 
upper third; also, junction of lower and middle 
third; left simple oblique fractures of lower third 
of femur. Treatment and course: operation June 
28; because of general sepsis was in double spica 
for two and one-half months (left femur held satis- 
factory position); there was decubitus of right 
popliteal space; lower fragments held good posi- 
tion but upper third had outward deformity and 
nonunion; nail goes only to lower fracture; cast; 
double spica. Result: out of cast July 20; good 
stability; too early to evaluate, but patient making 
good progress and beginning to get around. 

Case 10.—Cause of fracture: war casualty, C.C.F. 
Date of injury: three months prior to operation. 
Condition: nonunion; advanced atrophy. Treat- 
ment and course: nailed three months after acci- 
dent; cancellous chips used; spica cast one month; 
weight bearing, one month; four months, walking; 
nail not removed. Result: walking without sup- 
port in four months; working nine months later. 

Cast 11.—Patient: aged 45, obese woman. Cause 
of fracture: bus accident. Condition: long oblique 
fracture; angulation; nonunion. Treatment and 
course: nailed some months after accident; non- 
union; cancellous chips used; nail not removed. 
Result: last roentgenogram, one year later, showed 
slight outward angulation; bony cap over end of 


Fig. 9 (Case 7).—H. J., aged 38. A, before operation; 
B, after operation. 


7 
7 
\ 
B 
ae 
Pa A B 
172 


VOL. XIV, NO. 2 


pin above greater trochanter; abundant callus; 
good functional result. 

CasE 12.—Patient: woman aged 22. Cause of 
fracture: industrial accident; compound. Date of 
injury: eight months before operation. Condition: 
patient had lost 10 em. of bone substance from 
osteomyelitis deformity; malunion. Treatment and 
course: operation, long oblique osteotomy; nail 
put under traction; cancellous bone chips; patient 
walking in spica cast three weeks later; in cast 
two and one-half months; nail not removed. 
Results: last roentgenogram, one year later, showed 
ood callus; 70 degree flexion of knee; 3 em. 
shortening; patient walks well, does work of 
housewife one vear after accident; for six months, 
sciatic nerve paralyzed from partial paralysis of 
anterior tibial. 

Case 13.—Patient: M.A., aged 8. Cause of frac- 
‘ure: automobile accident. Date of injury: April 
10, 1948. Condition: poor position with traction; 
nailed April 23, thirteen days after accident; no 
cast, walked after two weeks; nail not removed; 
hospitalized sixteen days; roentgenograms earlier 
and later during treatment. Result: after two 
months, July 1948, good function and firm union. 

Case 14.—Patient: F.F., aged 46. Cause of frac- 
ture: mine accident. Date of injury: July 8, 1947. 
Condition: traction two months: nonunion and 
bowing deformity. Treatment and course: nailed 
September 11, 1947, two months later; no cast; 


Fig. 10 (Case 8).—G.S., aged 36. 4, before operation; 
B, after operation, 
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Fig. 11 (Case 9).—T. W., aged 41. 4, before operation ; 
B, fracture after nailing, in cast. 
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Fig. 12 (Case 10).—War fracture. A, before opera- 
tion; B, good union after removal of cast (three 
months). 


October 6, 1947, full weight bearing, less than one 
month after operation; nail removed July 13, 1948, 
after ten months; abundant callus; defect of line 
of fracture; last roentgenogram taken when pin 
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tion of callus as that usually seen, but clinical re- 
sults considered excellent. 

Case 15.—Patient: T.A., aged 43. Cause of 
fracture: mine accident. Date of injury: Jan. 21, 
1947. Condition: traction two months; full length: 
no union. Treatment and course: cast March 21 
and May 27; nonunion persisted; nailed four 
months after May 27, 1947; patient had high post- 
operative temperature; relieved with penicillin; 
no cast; walking with crutches in six weeks; nine 
weeks, no crutches; some limitation of knee action; 
nail removed July 17, 1948, after fourteen weeks; 
good union but a bone defect on outer side; last 
roentgenograms when pin removed; hospitalized 
six weeks. Result: patient working five months 
after operation; went to work one week after 
removal of nail; good union and function. 


Fig. 13 (Case 11).—Fracture in obese woman aged 45, 


A, deformity before operation. B, one year after. of 
Number of fractures of upper 
third of femur, 15 
Sex: male, 13; female, 2 


removed; hospitalized five weeks. Result: July, 
Average age: adults, 36 years ; 


1948, working as miner for past six months; pin 
removed because needed; not as complete resolu- child, 8 years 


Fig. 14 (Case 12).—Industrial fracture in woman aged 22. 4, deformity observed. B, line of osteotomy. C, good 
callus after three and one-half months. 
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Cause of fracture: 


&£ Occupational accidents 4 
Sports accidents 2 
: Motor accidents 4 
1 Falls 2 
r i Gunshot wounds 3 


Average lapse of time between accident 
and Kiintscher nail, 9 months. 


Only one fresh fracture was nailed within 


t the first two weeks. Several were nailed as soon 
i : as it was realized that other methods might 
s fail. Eight were nailed within six months and 


3 were nailed more than twenty-two months 
after injury. One was nailed about three years 
after the accident. 


Type of fracture: 
Simple, 11 
Compound, 4 A 


There was some comminution in most of 
these fractures. 


Fig. 16 (Case 17).—G. I., aged 28. 4, before opera- 
tion; B, three months later, in cast. 


Complicating trauma: 
Both femurs fractured (only 1 
femur in each case was nailed ) 3 
Fracture of the shaft in middle of 
lower third 
Severe scrotal and perineal injury 


le 


— 


Condition of fracture when nailed: 
Malposition (child treated in trae- 
tion thirteen days) 
Shortening (loss of substance ) 
Nonunion or delayed union 
Malunion 
Deformity (as a major factor) 


After-treatment: 
Plaster of paris spica (approxi- 
mately three months) i) 
Weight bearing with crutches after 
four to eight weeks 9 
No cast (of these, 3 had compli- 
cating injuries that kept them 
off their feet for three months) 6 
A B Removal of nails 5 


The average period for which the nail re- 

mained in the femur was sixteen months. In 

Fig. 15 (Case 16).—P. E., aged 11. A, before opera- no instance did the nail cause any complica- 
tion. B, five months later, just before removal of nail. tions. In several cases it was found quite loose. 
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Of the remaining 10 patients, 1 has had the 
nail in place less than a year and 9 have ear- 
ried it from one year to eighteen months. 


COMMENT AND CONCLUSIONS 


Femur nails of the clover-leaf type were 
scarce in these clinies; therefore, when a nail 
was needed it was often necessary to per- 
suade a former patient to come to the hos- 
pital and have his nail removed. Most of these 
people were working and disliked giving up 
a week’s time for this procedure. Often it 
took considerable persuasion to inveigle them 
back to the hospital. At times it was necessary 
to frighten them by emphasizing the danger 
of leaving the metal in the bone, lest it affect 
the marrow and the blood. 

Examination of all the roentgenograms be- 
fore and at intervals after operation showed 
early resolution of the abundant callus and 
good solid early healing, with 2 exceptions. 
One of these (Case 14) showed a defect in the 
line of fracture at the time the nail was re- 
moved ten months after reduction, but there 
was abundant callus and the man had been 
at work as a miner for six months. This nail 
was sorely needed for another patient (Case 
15), who had a defect on the outer side of the 
shaft, due possibly to absorption of a loose 
fragment which might have been infected, as 
the patient’s temperature was rather high for 
something over a week after the operation. 
(The operative wound was not drained.) His 
temperature finally subsided after adequate 
penicillin therapy. He worked steadily in the 
mines from five months after his operation. 
The defect was discovered fourteen months 
after the operation, when he was prevailed 
upon to allow the nail to be removed. Seven 
days after removal of the nail he was at work 
again in the mines. 

Three patients (Dega) with nonunion and 
detormity treated by nailing had cancellous 
bone chips packed around the fracture site 
when the nail was inserted. The roentgeno- 
grams of these fractures showed very early 
organization. One of them (Case 12), having 
10 em. of shortening owing to the fact that it 
was a compound fracture with osteomyelitis, 
gained about 7 em. of length by means of a 
long oblique osteotomy of the upper part of 
the femur with skeletal traction after the nail 
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was put in and chips packed around the re- 
gion. This procedure was followed by good 
union in the shaft of the femur. The patient 
still had the nail when examined one year 
after operation. She had had some sciatie pain 
and perineal paralysis for several months, but 
had entirely recovered and was doing full- 
time work fourteen months after the opera- 
tion, or two years after the injury. 

Three patients had severe fractures of both 
femurs, with some other complicating trauma. 
All are ambulatory but with varying degrees 
of disability. One (Case 9), who had a com- 
pound injury of the pelvis, was still using two 
canes for stability three months after injury. 
Another (Case 5) was using one cane eighteen 
months after nailing. The third (Case 6) had 
a 1945 gunshot wound with extensive loss of 
soft tissue. Although he walked without sup- 
port, he had considerable limitation of flexion 
of the knee. The interesting common feature in 
these cases was that, in each instance, only one 
femur was nailed, and the function in that 
extremity was better by far than that of the 
femur that did not have the Kiintscher nail. 
Probably this was because early activity could 
be encouraged in the nailed extremity. 


A B 


Fig. 17 (Case 18).—L. B., femur fractured by fall. 
A, before operation. B, three months after operation, 
in east. There is little callus. 
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The two short oblique fractures (Cases 3 
and 5) were almost above the upper limits for 
nailing, but skillful management and protec- 
tion produced satisfactory results. 

The two double fractures of the shaft of 
the femur (Case 8 and Case 9) are included 
because each was associated with a fracture 
of the upper third. One patient (Case 9) in 
this group had fractures of both the upper and 
the lower third, but only the upper (deformed ) 
was treated by nailing. The lower fracture 
healed satisfactorily and therefore requires 
no comment. 

Three of the patients with nailed fractures 
were doing heavy labor six months after nail- 
ing; one in five months, another in nine 
months. This seems to me a rather striking 
phenomenon. The function and strength of the 
injured extremity was normal. In one of these 
cases there was considerable atrophy of the 
thigh, but the strength and the muscular tone 
were good. 

Among the patients with pronounced disa- 
bilities, of whom there were five, was H.J. 
(Case 7) who had a good functioning knee, 
but a stiff hip due to healed tuberculosis. One 
patient (Case 4) had only 90 degree-flexion of 
the knee ; another (Case 12), 70 degree-flexion. 
There were two fractures with shortening; 
one with 2.5 em., the other, 3 em. The 45-year- 
old obese woman (Case 11) was not very ac- 
tive, but had no true dysfunction. I doubt 
whether the fracture had anything more than 
an incidental bearing on her inactivity. 

The patients treated by Professor Gruca in 
Warsaw and those treated by Professor Dega 
in Poznan, for the most part, had long-stand- 
ing deformities with marked disability, and 
most of them were immobilized in a plaster of 
paris spica for about three months after the 
operation. But several of these were sent 
home on crutches after about a month. Of 
course, those who had both legs fractured 
could not be made ambulatory at an early 
stage and were hospitalized for long periods. 
At the Kosciuszko Hospital, where fresh frac- 
tures were treated by the Kiintscher nail, casts 
were uncommon, and the patients went home 
on erutches from two to four weeks after op- 
eration. In 1 patient (Case 11), who began to 
bear weight without a cast four weeks after 
operation, an outward angulation developed 
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and was not discovered until after healing was 
complete. Fortunately, this angulation was not 
severe, and the functional result was splendid. 
There was but one postoperative infection, 
which was successfully treated by antibiotic 
therapy. 

Ten of the 15 patients with fractures of 
the upper third of the femur returned to their 
former occupations. Because of infection, com- 
minution and loss of tissue, there was marked 
shortening in 3, but this was compensated ade- 
quately by lifts. Four of the patients had 
rather severe disability, but the treatment in 
itself could not be held responsible for that. 
Of these 4, 2 had fractures of both femurs; 
the sciatic nerve was severed in the third, and 
the fourth had undergone fusion of the hip 
for tuberculosis prior to the fracture. 

In some of the old deformities observed in 
the entire series treated by this method, there 
was limitation of knee flexion prior to opera- 
tion, but correction of the deformity always 
improved function of the knee. Many showed 
atrophy of the quadriceps muscle, which 
nevertheless, in most cases, showed good fune- 
tion. 

According to my observation in these 15 
cases and many other derotation subtrochan- 
teric osteotomies in children treated with the 
Kiintscher nail, this procedure offers perhaps 
one of the best surgical approaches for frac- 
tures 4 inches (10 em.) below the upper tip 
of the trochanter and the middle third of the 
femur. 


FRACTURES OF THE MIDDLE THIRD 
OF THE FEMUR 


Case 16.—Patient: P.E., aged 11. Cause of frac- 
ture: sports. Date of injury: June 1947. Treatment 
and course: reduction and nail, September 1947, 
after lapse of four months. Condition of fracture 
on reduction: malunion with overriding deformity ; 
shortening; no cast; weight bearing; three weeks 
on crutches; full weight bearing in three months; 
nail removed January 1948. Result: equal length; 
no deformity; all movements normal. 

Case 17.—Patient: G.I., aged 28. Cause of frac- 
ture: traffic accident. Date of injury: October 1947. 
Condition of fracture on reduction: nonunion, 
overriding shortening deformity. Treatment and 
course: reduction and nail, January 1948, after a 
four month lapse; patient in spica cast for three 
months; weight bearing after one month; nail 
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not removed. Result: roentgenogram after six 
months showed good position; considerable callus 
apparent; good function; clinical result: patient 
working. 

Cask 18.—Patient: L.B. Cause of fracture: fall. 
Date of injury: October 1947. Condition of frac- 
ture: malunion, junction upper and middle third. 
Treatment and course: operation March 1948, six 
months after accident; patient in spica cast three 
months; weight bearing after one month; last 
roentgenogram through cast three months after 
operation; little evidence of callus. Result: patient 
out of cast in three and one-half months and walk- 
ing with crutches, but little evidence of callus; 
marked thickening about fracture site. 

Cask 19.—Patient: Y.A., aged 30. Cause of frae- 
ture: fall. Date of injury: March 1948. Condition 
of fracture: nonunion; distraction. Treatment and 
course: traction in bed; nailed May 1948, two 
months later; fracture in spica cast three months; 
weight bearing in one month; nail not removed; 
last roentgenogram taken in cast at two and one- 
half months. Result: evidence of callus only on 
medial side of fracture two and one-half months 
after operation, weight bearing with crutches. 

Case 20.—Patient: K.G., aged 40. Accurate 
dates not available but course of convalescence of 
sufficient importance to record: patient had mal- 


Fig. 18 (Case 19).—Y. A., aged 30. 4, and B, lateral 
and anterior views of fracture. 
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A 


Fig. 19 (Case 20).—K. G., aged 40. 4, before nailing. 
B, four months after straightening of bent nail. 


union when operated upon; weight bearing three 
months after cast removed; pin bent, but was 
straightened by bending in spiea cast, which was 
wedged at site of deformity; patient placed in an- 
other spica cast for three months with weight bear- 
ing. Result: ultimate functional result very promis- 
ing four months after straightening; some limp, 
limitation of knee flexion, but full extension; pa- 
tient walked, squatted and climbed stairs without 
help. 

Cask 21.—Patient: J.S., aged 22. Cause of frac- 
ture: mine accident. Date of injury: Oct. 17, 1947. 
Condition of fracture: simple transverse. Treat- 
ment and course: nailed October 18, 1947; patient 
walking in thirty-two days; no cast; nail removed 
March 3, 1948, after five months; hospitalized two 
months; last roentgenogram after two months in 
hospital. Result: patient back at full-time work 
March 25, five and one-half months after injury; 
good result. 

Cask 22.—Patient: M.E., aged 15. Cause of frac- 
ture: fall from window. Date of injury: April 30, 
1948, Condition of fracture: simple long oblique; 
high temperature for five days. Treatment and 
course: penicillin; nailed April 30, 1948; patient 
walking in two weeks; no cast; nail removed July 
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Fig. 20 (Case 21).—J. S., aged 22. .4, before opera- 
tion. B, after two months in hospital. 


17, 1948, after three months, because pin was 
needed; hospitalized four weeks; last roentgeno- 
gram showed very good callus. Result: very large 
callus; good position of thigh and knee; patient 
seen just before pin was removed. 

Cask 23.—Patient: S.J., aged 33. Cause of frae- 
ture: mine accident. Date of injury: Dee. 20, 1947. 
Condition of fracture: simple transverse; ex- 
tensive soft tissue wound in upper thigh which 
closed by granulation. Treatment and course: 
nailed Dec. 20, 1947; patient walking January 15, 
in one month; nail removed July 6, after six 
months; patient hospitalized six weeks; roent- 
genogram on April 1 showed good callus, on July 
6 good resolution of fracture. Result: patient re- 
turned to work July 14; no disability. 

Cask 24.—Patient: aged 28. Condition of frac- 
ture: simple overriding for one month; no contact 
of fragments. Treatment and course: nailed one 
month after accident; cancellous chips used; pa- 
tient walking in cast in two months; roentgenogram 
showed abundant callus after three months. Result : 
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Fig. 21 (Case 22).—M. E., aged 15. A, before opera- 
tion. B, excellent callus formation several months later. 


B 


Fig. 22 (Case 23).—S. J., aged 33. 4, before opera- 


tion. B, about four months later, in cast. 
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Fig. 23 (Case 24).—Patient aged 28. 4, before opera- 
tion. B, abundant callus after three months. 


Fig. 24 (Case 25).—K. L., aged 43. 4, nonunion and 
continued deformity after open reduction. B, result of 
nailing technic after three months (nail not removed). 
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patient walking with caliper splint worn in day- 
time, four months after operation. 

Cask 25.—Patient: K.L., aged 43. Cause of frac- 
ture: traffic accident. Date of injury: Aug. 24, 
1946. Condition: open fracture. Treatment and 
course: skeletal traction three weeks; open reduc- 
tion without internal fixation; nonunion in three 
months; plaster six weeks; continued deformity ; 
operation Jan. 27, 1947, five months after accident; 
reduction difficult ; hip stiff owing to long immobili- 
zation and muscle shortening; ends split, sear re- 
moved; cancellous chips packed; weight bearing, 
spica cast three months; patient walking seven and 
one-half months after operation; nail not removed; 
roentgenogram taken April 2, 1947, after three 
months, showed good callus. Result: some limita- 
tion of motion, but good strength; solid union. 

Case 26.—Patient: H.T., aged 23. Cause of 
fracture: fall in a mine shaft. Date of injury: Dec. 
31, 1947. Condition of fracture: simple short ob- 
lique; radial paralysis on both sides. Treatment and 
course: nailed Dee. 31, 1947; patient walking in two 
months, not being able to use crutches; nail re- 
moved July 6, patient called in after six months; 
hospitalized three and one-half months; last roent- 
genogram showed abundant callus; good resolu- 
tion of fracture. Result: patient returned to work 
July 14; good use of leg and knee; radial paralysis 
disappeared. 

Case 27.—Patient: K.J., aged 20. Cause of frac- 
ture: mine accident. Date of injury: Oct. 1, 1947. 
In traction five weeks, spica cast three weeks. Con- 
dition of fracture: May 22, 1948, overriding mal- 
union deformity; marked limitation of knee. Treat- 
ment and course: operation May 26, 1948; very 
difficult reduction eight months after accident; 
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Fig. 25 (Case 29).—S. W., aged 27. 4, overriding and 
instability, November 1946. B, good callus and appar: 
ent union three months later (in cast), 
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weight bearing June 15, in three weeks; knee mo- 
tion limited; patient hospitalized three months; 
last roentgenogram revealed very little evident cal- 
lus after three months; clinical stability. Result: 
patient left hospital at middle of July; about 30 
degrees flexion of knee, much more than before 
operation. 

Case 28.—Patient: H.R., aged 24. Cause of frac- 
ture: hit while loading freight. Date of injury: 
June 24, 1948. Condition of fracture: simple com- 
minuted midthigh. Treatment and course: nailed 
June 30, 1948; delay because of shock; walking 
vith crutches in two weeks. Result : roentgenograms 
-how good position, but it is too early to evaluate. 


STATISTICAL SUMMARY 


Number of fractures of middle 
third of femur, 13 
Sex: male, 12; female, 1 
Average age: 26; youngest, 11; oldest, 43 
Cause of fracture: 


Oceupational accidents 4 
Sports accidents 1 
Traffic accidents 3 
Falls 3 


(1 fall in mine shaft, in- 
cluded in occupational acci- 
dents. ) 

Unknown 2 

Average lapse of time between accident and 
Kiintscher nailing, about four and one-half 
months. Fresh fractures nailed within first 
week, 5. 

Type of fracture: 

Simple, 12 
Compound, 1 
Transverse, 10 
Oblique, 2 

Few were comminuted. 

Complicating trauma: One patient had bi- 
lateral transitory brachial plexus injury with 
rather persistent radial nerve palsy which de- 
layed ambulation. Another had severe soft tis- 
sue loss, but this did not interfere with frac- 
ture healing or convalescence. 

Condition of fracture when nailed: 

Fresh fracture, 5 
Malposition, 1 
Nonunion, 3 
Malunion, 4 

After-treatment: 

Plaster of paris spica, two months in 
1 case (caliper splint later) 
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Plaster of paris spica, three months 
in 4 cases 

Plaster of paris spica, six months in 
1 ease (this fracture was out of the 
cast in three months, but the nail was 
bent; the deformity was corrected and 
the patient wore a new cast three months 
longer ) 

Weight bearing in a cast was begun 
after a month or two in all eases ex- 
cept the case of brachial plexus injury. 
There were 7 fractures for which no im- 
mobilization splint was used. After a 
short period in traction the patients 
were allowed to walk with crutches 
within two weeks to one month. Five 
of these had fresh fractures. All showed 
abundant callus. However, the fracture 
line defect was evident even after six 
months in most cases. How long crutches 
were used was difficult to determine, 
since the patients, having left the hos- 
pital on crutches, often would not re- 
turn until sent for. 

The nails were removed in 5 cases. 
The average time the nail remained in 
the femur was about five months. How- 
ever, in none of this group were the 
nails inserted prior to 1947. 


COMMENT AND CONCLUSIONS 


There is nothing significant about the fact 
that most of the fractures in this group had 
been operated on only one year previously, 
or less. Many other operations had been per- 
formed, but those presented here were the ones 
available for examination and evaluation of 
the results. 

The nail seemed to give adequate stability 
for patients with fresh fractures who were 
ambulatory early. On the other hand, the old 
deformities needed spica cast immobilization 
to assure against reestablishment of deformity. 

Three patients with fresh fractures were 
back at work in six months. In 6 eases it was 
too early for final evaluation, but all 6 patients 
appeared to have a favorable future. A total of 
6 patients with fractures of the middle third 
of the femur had returned to their former oc- 
cupations. 

The most interesting complication occurred 
in Case 20. The patient, wearing a spica cast 
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Fig. 26 (Case 30).—W. C., aged 32. 4, healed deform- 
ity. B, good position after three and one-half months. 


for three months after correction of mal- 
union, showed an outward and forward bend 
of the nail at the site of fracture. The method 
used in correcting this deformity is important. 
The patient was placed in a spica cast and 
anesthetized. The cast was cut and wedged at 
the level of the fracture and the nail com- 
pletely straightened, as was shown in a follow- 
up roentgenogram. Immediately thereafter the 
cast was removed and a new cast applied. The 
authors explained that, had they not changed 
the cast after correction, there would have 
been severe pressure points due to the change 
of position, which might have caused distress- 
ing decubitus. The patient wore this new cast 
for another three months, continuing weight 
bearing on crutches. The result was most satis- 
factory. 

An interesting deviation of technic is evi- 
deneed in the fracture in Case 10, with non- 
union distraction or sclerotic changes in the 
bone ends. The idea of splitting the shaft, im- 
pacting the fragments by mashing the sub- 
stanee together and adding bone chips gave a 
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splendid functional result without much loss 
of length. 

Fractures in the middle third of the femur 
seem ideal for this technic. Early reduction 
and nailing contribute to early resolution, 
healing and a good functional result. Reen- 
forcement with cancellous chips about the site 
of the fracture seems to add a favorable influ- 
ence (Dega). Even late bending deformities 
can be accurately corrected by wedging the 
cast. Early ambulation and short periods of 
hospitalization perhaps were factors in early 
return to work in some of these cases. 


FRACTURES OF THE LOWER THIRD 
OF THE FEMUR 


Case 29.—Patient: S.W., aged 27. Cause of 
fracture: automobile accident. Date of injury: 
June 26, 1946. Condition of fracture at time of 
nailing: simple comminuted; junction of middle 
and lower third; overriding nonunion; deformity. 
Treatment and course: nailed in November 1946, 
five months after accident; patient immobilized 
in spica cast for three months; nail not  re- 
moved. Result: motion in knee and ankle reduced; 
patient doing clerical work, no longer a laborer. 

Cast 30.—Patient: W.O., aged 32. Condition of 
fracture at time of nailing: compound malunion 
deformity; healed skin. Treatment and course: 
osteotomy and deformity corrected, then nailed one 
year after accident; patient immobilized in spica 
for three months; weight bearing in six weeks; 
nail not removed. Result: apparent clinical union; 
patient walking without cast just two weeks after 
its removal. 

Case 31.—Patient; aged 57. Cause of fracture; 
traffic accident. Condition of fracture at time of 
nailing: simple. Treatment and course: traction, 
overriding; nailed one month after accident; can- 
cellous chips used; patient immobilized in’ spica 
cast for three months; weight bearing in one 
month; nail not removed. Result: patient doing 
heavy work six months after operation; slight limp 
due to stiff knee; nearly full range of motion, but 
some quadriceps atrophy. 

Case 32.—Patient: K.T., aged 34. Cause of frac 
ture: automobile accident. Date of injury: Novem- 
ber 1946. Condition of fracture: compound wound 
healed; nonunion end-to-end deformity; complet: 
section of sciatic nerve, soft tissue loss. Treatment! 
and course: nailed May 4, 1947, six months afte) 
accident; immobilized in spica cast; pin bent 
straightened in wedged plaster cast; patient i: 
cast two months; weight bearing in three months. 
nail removed May 1948, one year later. Result: thi- 
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case illustrates the difficulties involved in pre- 
venting preexisting deformities from recurring and 
the importance of having the nail well embedded 
deep in the thicker cancellous bone of the meta- 
physis; without a firm hold on the lower frag- 
ment, correction by wedging could not have been 
accomplished; no return of nerve repair; ankle 
and knee rather stiff, but this is to the patient’s 
advantage; patient unable to work as laborer. 

Cask 33.—Patient: aged 28. Cause of fracture: 
fall. Condition of fracture at time of nailing: 
simple malposition at junction of middle and lower 
third. Treatment and course: nailed one month 
after accident, cancellous chips used; patient im- 
mobilized in spica cast for three months; weight 
bearing in one month; nail not removed. Result: 
zood result obtained eighteen months after injury. 

Case 34.—Patient: H.M., aged 35. Cause of 
rracture: automobile accident. Date of injury: July 
1945. Condition of fracture: simple, junction of 
niddle and lower third, overriding malunion de- 
iormity. Treatment and course: nailed Oct. 20, 
1946, fifteen months later; patient immobilized in 
spica cast three months; weight bearing in four 
weeks; nail not removed. Result: patient now doing 
clerical work; seen twenty-one months after opera- 
tion; good clinical union; some atrophy; 90 degree 
knee action; affected by weather; no recent roent- 
venogram available; thickening about region of 
fracture can be palpated. 

Case 35.—Patient: K.Y. Condition at time of 
nailing: nonunion; overriding junction of middle 
and lower third. Treatment and course: nailed 
nine months after accident; patient immobilized 
in spica cast for three months; weight bearing in 
six weeks; nail not removed. Result: patient now 
in east; too early to evaluate. 

Case 36.—Patient: G.S. The history and roent- 
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Fig. 27 (Case 31).—Patient aged 37. A, lateral and 
anteroposterior views before operation. B, good condi- 
tion on removal of cast three months later. 
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Fig. 28 (Case 32).—4, before operation. B, after cor- 
rection (in cast). 


genogram tracings have been covered in the group 
of fractures of the upper third of the femur. The 
fracture of the lower third, which showed a mal- 
union, was treated with the same nail as that of 
the upper. 

Case 37.—Patient: S.F., aged 24. Cause of frac- 
ture: hit by railroad engine. Date of injury: May 
22, 1947. Condition of fracture at time of nail- 
ing: compound, middle and lower third. Treat- 
ment and course: nailed May 22, 1947, four hours 
after injury; patient not immobilized in cast; 
weight bearing on June 10, 1947, three weeks 
after accident; nail not removed; patient hos- 
pitalized one month and two days; roentgenograms 
before reduction showed overriding angulation; 
roentgenogram on July 20, 1947, two months 
later, revealed callus. Result: patient last seen in 
July 1948; presumably went back to work August 
24, 1947. 

Case 38.—Patient: B.R., aged 40. Cause of frac- 
ture: mine accident. Date of injury: April 15, 
1947. Condition of fracture at time of nailing: 
simple, middle lower third, slight oblique. Treat- 
ment and course: nailed September 1947; no im- 
mobilization in cast; weight bearing in three 
weeks; nail removed July 15, 1947, three months 
later; patient hospitalized six weeks; roentgeno- 
gram before reduction showed deformity; roent- 
genogram taken in July revealed copious callus. 
Result: patient went back to work on July 27, 
less than four months after accident; good fune- 
tion. 
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Fig. 29 (Case 33).—Patient aged 28. 4, before opera- 
tion. B, good callus on removal of cast three months 
later. 


Case 39.—Patient: S.K., aged 23. Cause of frac- 
ture: mine accident. Date of injury: September 
1947. Condition of fracture at time of nailing: 
simple fracture, middle lower third, slight oblique. 
Treatment and course: nailed September 1947; pa- 
tient not immoblized in cast; weight bearing in 
three weeks, nail removed January 28, 1948, five 
months after accident; patient hospitalized four 
and one-half weeks; roentgenogram January 1948 
revealed good callus but not complete resolution. 
Result: patient returned to work in February 1948, 
five months after injury; no disability now. 

Case 40.—Patient: P.K., age 28. Cause of frac- 
ture: mine accident. Date of injury: Jan. 6, 1948. 
Condition of fracture at time of nailing: simple, 
junction of middle and lower thirds, oblique com- 
minuted fragment. Treatment and course: nailed 
Jan. 7, 1948; patient not immobilized in cast; 
weight bearing in three weeks; nail removed May 
28, 1948, four months after accident; patient hos- 
pitalized three weeks; roentgenogram taken June 
1948 revealed good callus, almost complete resolu- 
tion of fracture. Result: patient went to work June 
10, five months after injury; good function now. 

Cask 41.—Patient: S.E., aged 25. Cause of frac- 
ture: mine accident. Date of injury: June 12, 1948. 
Condition of fracture at time of nailing: simple 
fracture, middle lower third, oblique. Treatment 
and course: nailed June 12, 1948; pin too small, 
not long enough; patient immobilized in splint 
three weeks to prevent rotation; weight bearing in 
one month, July 12; nail not removed; patient 
hospitalized now; roentgenograms made_ before 
reduction, in splint afterward. Result: only a little 
over a month has elapsed since the operation; knee 
bends 90 degrees; patient walks with crutches. 

Case 42.—Patient: K.M., aged 34, female. Cause 
of fracture: mine accident. Date of injury: June 
15, 1948. Condition of fracture at time of nailing: 
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simple oblique, middle third; several flesh wounds 
on body; fever and shock. Treatment and course: 
nailed June 28, 1948; delayed because of fever 
and shock; patient in bed, no east, not able to 
walk because of weakness, hospitalized now; nail 
has not been removed; roentgenograms made be- 
fore reduction; after reduction revealed good rela- 
tion of fragments and nail. Result: this is an early 
case seen three weeks after injury. 


STATISTICAL SUMMARY 


Number of fractures of the lower 
third of the femur, 14 
Sex: male, 13; female, 1 (a mine laborer) 
Average age: 32 
Cause of fracture: 
Occupational (mine) 


accidents 5 
Traffic accidents 
Falls 1 
Unknown 2 


Type of fracture: 
Simple, 10 
Compound, 3 
Comminuted, 2 
Oblique, 4 
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Fig. 30 (Case 34).—H. M., aged 35. 4, deformity be- 
fore operation. B, three and one-half months after cast 
was removed; little callus. 
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Average lapse of time between accident and 
Kiintscher nailing, about four and one-half 
months. (There was a case with a delay of over 
twelve months. ) 

Complications: 

Numerous body wounds, severe shock, 1 
Completely severed sciatic, soft tissue 

loss, 1 
Fracture of upper third of femur 

with malunion, 1 

Condition when nailed: 

Fresh, 6 

Old, 8 

Overriding, 2 (1 month) 
Nonunion, 3 

Malunion with deformity, 2 

After-treatment: 

All patients with fresh fractures were 
walking with crutches within three 
weeks. Most remaining patients treated 
in plaster spica casts walked with 
crutches in one to three months. One 
patient (Case 32) in spica bent nail 
within first month. This was straight- 
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ened by wedging of cast, and patient 
wore a new corrected spica_ three 
months longer. 


Removal of nail: 


Within three, four and five months, 
respectively, in 3 cases of fresh frac- 
ture the nail was removed. In 1 case it 
was removed in one year; in 2 it was 
retained over one and one-half years, 
the patients being unwilling to con- 
sider removal. 


Roentgen results: 


Fresh fractures show early copius 
callus. 

Most roentgenograms available on old 
nonunions and malunions show fracture 
in cast, but with callus formation. Re- 
cent roentgenograms often not avail- 
able, since films were scarce and clin- 
ical need for roentgen study not indi- 
cated. 


Functional results: 
Fresh fractures 


1 patient at work in railroad vards after 


Fig. 31 (Case 35).—K. Y., A, deformity before operation. B, good position after three months. 
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four months. 
1 patient at work in mine after four 
months. 
2 patients at work in mine after five 
months. 

Old fractures 
2 patients limited to clerical work be- 
cause of limitation of knee and ankle 
motion. 
2 patients too recently treated to evalu- 
ate condition, but appear to be progress- 
ing favorably. 
2 patients seen over one year after 
nailing; excellent functional results. 
1 patient has been discussed under frac- 
tures of upper third of femur. 


COMMENT AND CONCLUSIONS 


All of these fractures were located about 
the junction of the middle and lower third of 
the femur. They were either transverse or 
mildly oblique. The functional results of the 
fresh fractures were extraordinarily striking. 
One patient was back at work in the railroad 
yards in four months; another returned to 
work in the mines in less than four months; 
two others were at their mine oceupations 
within five months. Patients with fresh frae- 
tures without immobilization or bracing were 
started on early ambulation and weight bear- 
ing and seemed to respond to the bone regen- 
erative process and fracture healing more 
rapidly than did those whose fractures were 
nailed late. On the other hand, it must be re- 
membered that in the cases of malunion and 
nonunion there was a long-standing deformity 
and a considerable amount of chronie fune- 
tional disability before the fracture was finally 
reduced and properly immobilized with the 
nail. Two fractures which, after a month of 
unsuccessful treatment, were reduced, nailed, 
and had eancellous bone chips packed about 
them, responded much as did fresh fractures, 
showing complete restoration of function. 

Prompt reduction and nailing seems to con- 
tribute to unusually early resolution of callus 
and good functional results. Cancellous bone 
chips add a favorable influence. <All clinies 
represented recognize the fact that it is essen- 
tial that the distal end of the nail go well 
down into the firm cancellous bone of the lower 
metaphysis to obtain adequate stability, par- 
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ticularly in fractures of the lower third. There 
is a unified opinion in Poland that this pro- 
cedure should be limited to transverse and 
mildly oblique fractures at about the junction 
of the middle and lower thirds of the femur 
(at least 4 inches (10 em.) above the knee 
joint) and not below that point. Long oblique 
or severely comminuted fractures in this re- 
gion and supracondylar fractures can seldom 
be sufficiently stabilized with the Kiintsecher 
nail. 

For fresh fractures early ambulation and 
weight bearing with crutches until clinical 
healing takes place is generally accepted. 
When there is long-standing deformity prior 
to nailing, plaster spica cast immobilization is 
essential for at least three months. However, 
even in the east, the patient is encouraged to 
become ambulatory. 

All authorities stress the importance of 
walking and weight bearing in the case of a 
stiff knee, thereby using the muscles of the 
thigh to give splinting and stability to the 
fracture. Knee bending while walking is not 
allowed until stiff-leg weight bearing has been 
carried out for two or more months, or until 
there is positive evidence of adequate union. 
However, when the patient is in bed, he is en- 
couraged to bend his knee actively after the 
second week following operation. 


PATHOLOGIC FRACTURES OF THE FEMUR 


Casr 43.—Patient A., aged 26, had osteogenesis 
imperfecta, previous fractures having left her with 
a pseudo-arthrosis of the right femur in the mid- 
dle third. She came to the clinic after a fall to 
the floor, resulting in a fracture of the upper third 
of the left femur. Both femurs were nailed, and 
cancellous bone chips were packed about the frac- 
tures. The patient was in a double spica cast for 
three months, after which time roentgenograms 
showed good callus and a good healing process. 
Active motion and ambulation were encouraged. 
At the time of her operation there was marked 
limitation of motion of the right knee because of 
the old disability and deformity due to the pseudo- 
arthrosis. 

Six months after the operation right knee motion 
was limited to about 10 degrees of flexion, but the 
left knee had nearly 10-degree flexion. The patient 
was still walking with crutches, but she has good 
clinical union and the nails certainly gave stability 
to the femur. 

Cask 44.—Patient B., aged about 30, had severe 
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outward bowing of the upper portion of both 
femurs due to osteofibrosa eystica (von Reckling- 
hausen’s disease) of thirteen years’ duration. A 
fracture occurred at the junction of the middle 
and lower third of the right femur. The operation 
consisted of osteotomy of the femur at the point 
of greatest deformity, alignment of the lower frag- 
ments and threading the nail into the fragments. 
Cancellous bone chips were packed about the frac- 
tures, and a spica cast was applied for three 
months. The patient became ambulatory with 
crutches in one month. 

When examined eight months after the opera- 
tion, the patient had a good straight-appearing 
femur and clinical union, with splendid knee and 
extremity function. He then wished to have osteot- 
omies performed on the opposite deformed femur 
in order that both legs might be straight. 


COMMENT AND CONCLUSIONS 


Two cases with only three pathologic frae- 
tures in which good results were obtained by 
intramedullary nailing are indeed inconelu- 
sive. However, the possibilities of the useful- 
ness of this technie in giving stability while 
healing is taking place should not be over- 
looked. 


SUMMARY 


The author discusses treatment of fracture 
of the femoral shaft by the Kiintscher nailing 
technic, with outline reports of cases. Empha- 
sis is laid on the supreme importance of thor- 
ough knowledge and skill in the management 
of fractures by this method. 

RESUME 

L’auteur discute le traitement des fractures 
du fémur & l'aide de la technique de Kiint- 
scher et donne un résumé de 140 eas observés 
en Pologne. Ces cas se classifient en quatre 
catégories : 

(a) Fractures du tiers supérieur du fémur. 

(db) Fractures du tiers moyen du fémur. 

(c) Fractures du tiers inférieur du fémur. 

(d) Fractures pathologiques du fémur. 

L’auteur recommande la réduction prompte 
et le clouage de ces fractures. Ainsi on ob- 
tient les meilleurs résultats. 


RIASSUNTO 


L’A. diseute la cura delle fratture femorali 
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con la teenica di Kuntscher, da lui adottata 
in oltre 40 casi curati in Polonia. Le fratture 
vengono suddivise in + categorie: a) fratture 
del terzo superiore del femore b) fratture del 
terzo medio ¢) fratture del terzo inferiore 
d) fratture patologiche. I migliori risultati 
vengono ottenuti con una pronta riduzione e 
fissazione mediante chiodi. 


RESU MEN 


E] autor estudia el tratamiento de la frae- 
tura femoral por la técnica del clavo de Kunts- 
cher, resumiendo mas de 40 casos observados 
en Polonia. Su comunicacién comprende 4 
grupos: (a) fracturas del tercio superior del 
fémur; (b) fracturas del tercio medio; (e¢) 
fracturas del tercio inferior; y (d) fracturas 
patologicas. E] autor senala que para obtener 
los mejores resultados es necesaria la rapida 
reduccién e insercién del clavo. 


ZUSAMMENFASSUNG 


Der Verfasser eroertert die Behandlung von 
Oberschenkelbruechen mit der Kuentscher- 
schen Nagelung und gibt eine Zusammenfas- 
sung von mehr als vierzig Faellen, die in Polen 
beobachtet wurden. Seine Darstellung zer- 
faellt in vier Abteilungen : 

a. Brueche des oberen Drittels des Obers- 

chenkels. 

b. Brueche des mittleren Drittels. 

ce. Brueche des unteren Drittels. 

d. Pathologische Brueche. 


Es wird betont, dass unverzuegliche Ein- 
richtung und Nagelung zur Erzielung bester 
Ergebnisse von Wichtigkeit sei. 


Author's Note: My introduction to the Kiintscher tech- 
nic dates from 1946, when I was a member of a Medical 
Teaching Mission (UNRRA—USC) to Czechoslovakia, 
where I observed many fractures treated by this method. 
There I procured some nails and equipment for use at 
home. While a member of the Mission to Poland (WHO 
—USC) my interest was quickened and resulted in this 
study. My personal experience in a modest number of such 
fractures seems to justify this method as an excellent 
measure for those properly equipped by experience in 
bone surgery and for those having the necessary equip- 
ment. Going beyond the limits of this method or at- 
tempting it without all the necessary apparatus may 
prove disastrous, 

I am deeply indebted to my friends Professor Gruea, 
Professor Dega and Dr. Sowinski for the privilege of 
studying these fractures in their clinics and for the copies 
of roentgenograms they so kindly furnished, 
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Management of Urinary Incontinence in Women 
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tion between the female generative and 

urinary organs has prompted us for 
many years to study malfunctions of the 
urinary bladder as combined gynecologic and 
urologic procedures. The following discourse 
is our gynecologic version of the prophylactic 
and active management of three common 
causes of partial and total incontinence of 
urine. 

The three conditions to be discussed are 
incontinence (1) following childbearing, (2) 
subsequent to either supracervical or total 
hysterectomy, and (3) resulting from a vesi- 
covaginal fistula. 

1. Incontinence Following Childbearing.— 
When the patient presents herself, a careful 
consideration of her history will usually estab- 
lish or rule out such extragynecologie factors 
as orthopedic, neurologic, hematologic or trau- 
matie conditions. 

The taking of the history is followed by a 
complete physical examination to determine 
the status of all systems, and this is followed 
by confirmatory laboratory procedures. Roent- 
gen study may oceasionally reveal an unsus- 
pected occult spina bifida. 

After coneluding from the history, physical 
examination, and laboratory data that the 
stress leakage of urine is not due to extraneous 
causes, we proceed with a urologie study to 
determine the extracystic and intracystie and 
the extraurethral and intraurethral status. 

The usual cause of incontinence in the so- 
called “true operative cases” is childbearing. 

Applied Anatomy.—(A) Intrinsie Bladder 
Musculature: The muscularis of the bladder 
consists of unstriped fibers arranged in three 
layers; namely, an external longitudinal, a 
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[tir close embryologic and anatomic rela- 


middle cireular, and an internal longitudinal 
coat. The middle cireular layer is of the ut- 
most importance, owing to the fact that its 
fibers converge toward the urethrovesical 
junction, the so-called vesical neck, and sur- 
round it in collar-like fashion, thereby creat- 
ing a strong involuntary muscular ring which 
is known as the interna! urethral sphincter. 

The internal urethral sphineter, then, plays 
a highly important role in the continence of 
urine, and it is this muscular ring which is 
isolated and plicated in the Kelly plastic 
procedure for the correction of stress inconti- 
nence. However, since it is only one of the 
several sphincteric factors in the control of 
urinary flow, we feel that in some cases its 
repair alone may not suffice in the correction 
of impaired control. 

(B) Intrinsic Musculature of the Urethra 
and the Sphincter Urethrae Muscle: The mus- 
cular coat of the urethra is composed of two 
layers of smooth fibers, an inner longitudinal 
and an outer circular layer. 

This coat might be said to possess a cen- 
trifugal action, in that it contracts with equal 
foree from all points on the periphery toward 
the center of the urethral lumen. The sphine- 
ter urethrae muscle lies within the layers of 
the urogenital diaphragm. 

(C) Uteropubie Fascia: A structure fre- 
quently referred to in the gynecologie litera- 
ture is the so-called uteropubic fascia or pubo- 
cervical muscle. 

The downward prolongations of the pubo- 
cervical tissue find their way between the base 
of the bladder and the anterior vaginal wall. 
By properly plicating the tissue, a portion 
of the platform upon which the bladder rests 
is made taut, and the fundus vesicae is there- 
fore elevated on its transverse and longitudi- 
nal axes. 

(D) Pelvie Floor: By contraction of the 
levator ani muscle the pelvie floor is raised 
in its entirety, the anal canal is drawn upward 
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toward the pubes, a strong sphincterie action 
on the vagina manifests itself, and the bed or 
platform upon which the bladder and the first 
part of the urethra rest are elevated. 

(£) Bulbocavernosus Muscle: The bulbo- 
cavernosus muscle, or sphincter vaginae, con- 
sists of two halves, one on either side of the 
vestibule. It is of the voluntary variety and 
is situated in the superficial perineal compart- 
ment, covered by Colles fascia and resting on 
the inferior fascia of the urogenital dia- 
phragm. 

In operation for the cure of incontinence, 
a proper anatomic repair should include su- 
turing of the stretched or lacerated bulbo- 
cavernosus fibers that are observed periure- 
thrally. 

Preoperative Management.—In addition to 
the usual regime employed in preparation for 
all vaginal operative procedures, we lay par- 
ticular stress upon the condition of the urine 
and the bladder. Since many patients with 
“true operative incontinence” have an asso- 
ciated low grade vesical infection and some 
of them have had repeated attacks of acute 
cystitis, we make routine cultures of the urine. 
If necessary, indicated antibiotics are given 
preoperatively. 

Surgical Technic.—A light-weight piece of 
metal tubing of No. 16 F caliber is placed in 
the bladder. It will be noted that in the “true 
operative cases,” the vast majority of which 
present a combined urethrocele and cystocele, 
this tubing will often approximate an angle of 
90 degrees with the horizontal upon insertion. 
Our aim is to restore the normal 45-degree 
angle. 

In the infrequent cases in which the ure- 
throcele is unaccompanied by a cystocele it 
is advantageous to start the initial incision 
over the bladder, for two reasons: first, be- 
cause no plane of cleavage exists between the 
anterior vaginal wall and the urethra, while 
a plane is present between the anterior wall 
and the bladder; and second, mobilization of 
the bladder with subsequent advancement and 
plication of the pubocervieal tissue plane 
helps, in our opinion, to rebuild the damaged 
urethrovesical platform, irrespective of the 
presence of a clinically detectable cystocele. 

A sharp scissors dissection is used in mobi- 
lization of the bladder. We make a point of 
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leaving as much of the pubocervical tissue as 
possible attached to the bladder and keeping 
the vaginal wall devoid of it, as the excess of 
the latter will subsequently be discarded. Fur- 
ther, this maneuver acts as a_ prophylactic 
measure in protecting the bladder wall from 
injury during the suturing to follow. 

We next plicate the pubocervical tissue in 
the midline, beginning near the cervix and 
extending upward to the urethrovesical june- 
tion, employing interrupted fine silk sutures. 

The number of rows of sutures employed 
depends upon the size of the cystocele, but 
we place at least one row even though no 
vesical relaxation is apparent. We then place 
reinforcing sutures so that the catheter is 
made to assume a 45-degree angle with the 
horizontal. 

The next step is the placing of fine inter- 
rupted silk sutures from the external meatus 
down to the vesical neck. This is accomplished 
with the catheter still in situ. Upon completion 
of this suturing the diameter of the urethra 
will approximate 16 I*, with its normal cir- 
cular contour restored. By this maneuver the 
urethral sphincter fibers of the bulbocaverno- 
sus, the sphineter urethrae muscle which lies 
within the layers of the urogenital diaphgram, 
the urethral sphincter fibers of the levator 
ani, and the involuntary internal urethral 
sphineter are successively plicated and short- 
ened. In addition, the urethra, which during 
micturition normally should approach a No. 
14 F caliber, is approximated to a No. 16 F 
caliber, so that a No. 2 F compensation exists 
for the contraction of sear tissue subsequent to 
the repair. 

The redundant portion of the anterior vag- 
inal wall is then excised and the residual 
portion brought together with silk. This ere- 
ates a firmer floor for the vaginal portion of 
the urethra. 

The catheter is then removed, and a Foley 
bag inserted into the bladder. 

The performance of a routine perineor- 
rhaphy is the final step in the operation. By 
taking up the slack in the pubococeygeal bel- 
lies of the levatores and their overlying fascia, 
one elevates and makes taut the supporting 
foundation upon which the bladder and the 
urethral suspending structures rest. Indi- 
rectly, therefore, the slack is taken up in the 
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pubocervical tissues, the tendinous arches, the 
pubovesical ligaments and the neurovascular 
bundles, and as a consequence the bladder and 
urethra are more firmly slung and suspended 
in the pelvis. Further, an indireet tightening 
effect manifests itself on the previously re- 
paired urethral sphincter fibers derived from 
the levatores. 

Postoperative Management.—In addition to 
the usual postoperative treatment, daily or 
twice daily irrigations of the bladder through 
the Foley bag are carried out. Antibiotics are 
used as indicated. The Foley bag is left in situ 
for three or four days, and after its removal 
the patient is allowed out of bed. She is usu- 
ally discharged on the tenth postoperative 
day. 

An exceedingly important point in late 
postoperative care is to impress upon the pa- 
tient the need of returning about three weeks 
after the operation. At this time the urethra 
is dilated. This is done in order to alleviate 
vesical spasms and minimize cieatrization 
about the urethra. 

2. Incontinence Subsequent to Supracervi- 
cal or Total Hystercctomy.—Clinical studies 
have shown the importance of trigonal con- 
traction in releasing the closure of the bladder 
by pulling the neck through straightening of 
its tangential axis. This has been confirmed 
by anatomists and clinicians. Others have ob- 
served striated muscle fibers in the trigone, 
which further substantiates the probability of 
contraction of the trigone. Experimentally it 
has been shown that the pull of the ligamen- 
tum and the musculus pubovesicalis has an 
opening effect on the vesical neck. 

In our opinion a probable cause of incon- 
tinence is to be found in the improper technic 
of reflection of the vesical peritoneum and its 
fixation with abnormal trigonal contraction. 

In the early steps of a hysterectomy, when 
the vesieal peritoneum is to be reflected, it is 
frequently cut too low on the uterus, thereby 
leaving too little for proper and free peri- 
tonealization of the vagina or the cervical 
stump. The surgeon, in his zealous efforts to 
peritonize, will occasionally bring the perito- 
neum and the bladder well over the posterior 
aspect of the stump. The result is that the 
bladder is occasionally put under undue ten- 
sion; this causes rigidity of its neck and floor 
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and thereby produces an anatomic distortion 
of the delicate mechanism of muscle and nerve 
control of the urinary apparatus. 

Because of the aforementioned anatomic 
disturbances of the urinary bladder that may 
follow hysterectomy, we regard reflection of 
the peritoneum as an important prophylactic 
procedure against urinary disturbances. We 
suggest that the peritoneum be cut as high as 
possible on the uterus, thus yielding a large, 
free anterior flap. The posterior peritoneum 
is dissected away from the lower corporocer- 
vieal junction. In this way the anterior and 
posterior peritoneal flaps are sewed together 
without any undue pulling or distortion of 
the urinary bladder. We do not suggest the 
use of a purse-string or a punch suture, as it 
may cause puckering and anatomic distortion 
of the bladder. Furthermore, we suggest sew- 
ing the uterosacral ligaments transversely, 
which indirectly will release any pull on the 
bladder anteriorly. Interrupted black silk 
sutures are used throughout. 

3. Incontinence Due to Vesicovaginal Fis- 
tula—In our gynecologic outpatient clinie at 
the Cook County Hospital we have been for- 
tunate in observing and studying a large 
number of these cases. We appreciate both 
the serious personal problem that confronts 
the patient, varying from simple discomfort 
to complete social isolation, and our own sur- 
gical problem. 

These patients are initially hospitalized for 
a complete physical checkup to rule out such 
conditions as syphilis, diabetes, tuberculosis, 
nephritis, anemia and blood dyscrasia, which 
might in themselves, if not detected preopera- 
tively, be factors in producing an immediate 
or delayed postoperative nonclosure. The pa- 
tient is then examined eystoscopically, and a 
study is made of the fistula from the vesical 
aspect, with particular observation of its rela- 
tion to the trigone and the interureteral ridge, 
and the type and extent of inflammatory re- 
action around the fistulous opening. We have 
noted that the degree of reaction diminishes 
and the tissues are “set,” or fibrosis is at a 
maximum, about three months after forma- 
tion of the fistula, and operation to close same 
can as a rule be attempted at any time after 
that date. At this time we also determine 
whether it will be necessary, because of the 
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proximity of either ureteral orifice to the 
fistula, to place a catheter in the ureter.during 
the operation. 

Next, the cystoscopist inserts a ureteral 
catheter into the bladder and then, as we term 
it, “strings up the fistula” by passing this 
catheter through the fistulous opening into 
the vagina. Occasionally a retrograde ap- 
proach is necessary. A speculum is then placed 
in the vagina. The fistula, especially if inae- 
cessible, is more easily studied in relation to 
the cervix, or superior aspect of the vault of 
the vagina, if the patient has undergone a 
total hysterectomy. 

After the use of this combined intravesical 
and intravaginal study, particularly the rela- 
tion of the fistula to such definite landmarks 
as the two ureteral openings, the interureteric 
ridge or (with simpler fistulas) the urethra, 
we organize our combined plan of attack. 

In the event that all svstemie abnormalities 
are ruled out, the patient is permitted to re- 
turn to her home and instructed to reenter 
the hospital in two weeks for operation. Lactic 
acid douches are taken to maintain the normal 
vaginal hydrogen ion concentration, which 
is an additional factor in healing. The patient 
is hospitalized four days before the operative 
procedure. Cultures are made of the urine 
and indicated antibiotics given preopera- 
tively. 

We feel that spinal anesthesia is to be pre- 
ferred for these operations because of the 
marked relaxation, and therefore we use it 
unless there is a contraindication. The fistula 
is then again “strung up.” If the fistula is in 
close proximity to either ureteral orifice, an 
additional catheter is passed into the ureter 
at this time to prevent the ever possible catas- 
trophe of including this orifice in a suture. 

We then begin mobilization of the bladder 
by making an initial vaginal incision in that 
portion of the vagina whieh still maintains its 
normal relation to the uteropubie fascial plane 
and the underlying bladder. We prefer a long 
anteroposterior incision starting a few centi- 
meters below the urethral orifice and extend- 
ing down to the fistula, then around and then 
beyond it. Complete mobilization of the blad- 
der is imperative. The bladder, with the max- 
imum amount of uteropubie fascia attached 
to it, is separated from the vagina. 
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It seems that the snug catheter in the fistu- 
lous opening, owing to its easy maneuverabil- 
ity, is a distinet aid in sharp dissection around 
the often inaccessible fistula. The operating 
surgeon, by manipulating the catheter, greatly 
increases the accessibility of the fistula. By 
employment of the catheter we minimize the 
use of instruments in an often restricted oper- 
ating area. 

Having mobilized the fistula, we then pro- 
ceed with the repair. We have been using a 
fine catgut purse-string suture. This is placed 
just outside of and around the catheter into 
the tissue of the bladder wall. The catheter 
serves just the same purpose as the appendix 
when a purse-string is placed in the serosa of 
the cecum, and by manipulating the catheter 
we have a minimum amount of difficulty in 
placing our suture. Then, as we are ready to 
tie, the assistant withdraws the “strung-up 
catheter” from the bladder via the urethra. 
The edges of the fistula are thereby inverted 
into the lumen of the bladder. 

Since the bladder has been freely mobilized, 
it is our practice to place additional rows of 
Lembert sutures in crisscross fashion over the 
originally inverted area to reinforce the site 
of repair. The vaginal wall is then closed with 
interrupted silk sutures. 

For the larger fistulas we do not use the 
purse-string, but rather place Lembert sutures 
into the wall of the mobilized bladder and 
withdraw the catheter through the urethra as 
we tie. 

A Foley bag is then inserted into the blad- 
der. 

Postoperatively we are still using the Brad- 
ford frame. The patient lies on her abdomen 
for seven or eight days, but is permitted to 
turn to an angle of 35 degrees on either side. 
Her legs and arms are exercised each day to 
prevent venous stasis. On the fifth day she is 
turned over on her back for a short time and 
is given an enema if necessary. We believe that 
this prone position is important, as it helps 
to divert the urine from the healing surgical 
wound area. 

The catheter is irrigated only if there is 
an obstruction to the urinary flow or if the 
urine becomes turbid. 

The important postoperative therapy is the 
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giving of antibiotics, depending on the results 
of cultures. 

The catheter is removed about seven or eight 
days after the operation, and the patient 
may go home any time thereafter, with in- 
structions not to permit the bladder to be- 
come distended and to attempt to urinate 
every two or three hours when awake. She is 
told emphatically to abstain from intercourse 
for four months. 


SUMMARY AND CONCLUSIONS 


1. The management of incontinence fol- 
lowing childbearing should include a careful 
systemic inventory, urine culture with admin- 
istration of antibiotics, and restoration of the 
urethrovesical platform, with utilization of 
(a) the intrinsic bladder musculature; (b) 
the intrinsic musculature of the urethra and 
the sphineter urethrae muscle; (c) the utero- 
pubie fascia; (d) the bulboeavernosus muscle, 
and (e) the pelvie floor. 

2. Utilization of the maximum amount of 
reflection of the vesical peritoneum and trans- 
verse suturing of the uterosacral ligaments 
during hysterectomy has minimized vesical 
symptoms following this procedure. 

3. The improved results of vesicovaginal 
fistula repair seem to be due to (a) more care- 
ful preoperative study; (b) antibioties; (c) 
wider mobilization of the bladder, and (d) the 
use of spinal anesthesia. 

4. Many women with urinary incontinence 
initially appear in the gynecologie clinic, or 
in private practice come under the attention 
of the gynecologist. It has been our policy to 
consult and coordinate the judgment and 
assistance of our fellow urologists in the solu- 
tion of these problems. . 


RESUME 


L’ineontinenee urinaire aprés l’accouche- 
ment demande un examen soigné et une ana- 
lyse et une culture de urine. On aura recours 
a l’injection d’antibiotiques et a la restauration 
de la plateforme urethrovésicale par l’utilisa- 
tion de: 

1. La musculature intrinséque de la vessie. 
2)—de la musculature intrinséque de l’uréthre 
et du sphineter de l’uréthre. 3)—du fascia 
utéropubique. 4)—du muscle bulbocaverneux. 
5)—du plancher pelvien. 


AUGUST, 1950 


2. L’utilisation du _ repli vésical péri- 
tonol et de la suture transverse des liga- 
ments utérosacraux dans l’hysterectomie, di- 
minuent les symptomes vésicaux consécutifs a 
cette opération. 

3. Les meilleurs résultats obtenus dans les 
opérations pour les fistules sont dis 4 une 
étude pré-operatoire plus soignée, a l’emploi 
dantibiotiques, 4 une mobilisation plus grande 
de la vessie urinaire et a l’emploi de l’anes- 
thésie spinale. 

4. Beaucoup de femmes avee incontinence 
urinaire viennent aux cliniques gynécologiques 
ou a leurs médecins pour un traitement gyné- 
cologique. Nous avons coordonné notre juge- 
ment a l’aide d’urologistes pour la solution de 
ces problémes. 


RIASSUNTO 


1. La cura delle ineontinenze vescicali 
postpartum dovrebbe includere un esame gen- 
erale molto accurato, culture delle urine con 
somministrazione di antibiotici, ripristino 
delle condizioni anatomiche del piano uretro 
vescicale, utilizzando: a) la muscolatura in- 
trinseea della vescica b) muscolatura intrin- 
seca dell’uretra e dello sfintere uretrale, ¢) la 
fascia utero pubica, d) il muscolo bulbo- 
cavernoso, e) il pavimento pelvico. 

2. I disturbi vescicali successivi all’isterec- 
tomia sono stati notevolmente ridotti utiliz- 
zando al massimo la plica_ vescicale del 
peritoneo e suturando transversalmente i 
legamenti utero-sacrali. 

3. Il miglioramento dei risultati delle op- 
erazioni per fistole vescico-vaginali sembra 
dovuto a) ad un piu’ accurato esame preopera- 
torio b) alla somministrazione di antibiotici 
¢) ad una piu’ ampia mobilizzazione della 
vescica d) all’uso piu’ frequente dell’anestesia 
spinale. 

4. La diagnosi e la cura delle ineontinenze 
vescicali vanno coordinate fra l’urologo ed il 
ginecologo. Questa cooperazione migliora in- 
dubbiamente i risultati. 


RESUMEN Y CONCLUSIONES 


1. El tratamiento de la incontinencia de 
orina a continuacién del embarazo debe incluir 
un minucioso examen organico general, culti- 
vos de la orina junto con la administracién de 
antibidticos y restauracién de la plataforma 
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uretrovesical utilizando: a) la museulatura in- 
trinseea de la vegiga; b) la musculatura in- 
trinseea de la uretra; c) la fascia uteropibica, 
d) el miusculo bulbocavernoso, y e) el suelo 
pélvico. 

2. El aprovechamiento de la maxima ex- 
tensién posible del peritoneo vesical reflejo y 
la sutura transversal de los ligamentos ttero- 
saeros durante la histerectomia ha reducido 
al minimo los sintomas vesicales a continua- 
cién de esta intervencién. 

3. Los resultados excelentes de la repara- 
cién de la fistula vesicovaginal se deben al 
parecer a: a) un estudio preoperatorio mas 
cuidadoso; b) el uso de antibidticos; ¢) una 
movilizaci6n mas amplia de la vegiga, y d) al 
uso de la anestesia raquidea. 

4. Muchas mujeres con incontinencia de 
orina son observadas en principio en la clinica 
ginecolégica, o al despacho particular del 
médico. El autor ha tratado siempre de solici- 
tar la opinién y colaboracién del urélogo para 
solucionar estos problemas. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Die Behandlung der Harninkontinenz 
nach Schwangerschaft sollte eine sorgfaeltige 
Untersuchung des Harnsystems, ferner Urin- 
kulturen unter Anwendung von Antibiotika 
und die Wiederherstellung der Harnleiter- 
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blasenplatte einschliessen. Bei dem letzteren 
Vorgang sollten die folgenden Gebilde 
benuetzt werden : 

a) Die innere Blasenmuskulatur, 

b) die innere MHarnleitermuskulatur 

und der Harnleiterschliessmuskel, 

ce) die Fascia uteropubica, 

d) der Musculus bulbocavernosus, 

e) der Beckenboden. 

2. Die Anwendung eines moeglichst aus- 
giebigen Umschlags des Blasenbauchfells und 
einer Quernacht der uterosakralen Ligamente 
bie der Hysterektomie hat die der Operation 
folgenden Blasensymptome herabgesetzt. 

3. Die besseren Ergebnisse in der Wieder- 
herstellung von Blasenscheidenfisteln scheinen 
bedingt zu sein, durch: 

a) sorgfaeltigere Untersuchung des 
Kranken vor der Operation, 

b) Anwendung von Antibiotika, 

ausgedehntere Mobilisierung der 


Blase, 
d) Anwendung der Spinalanesthesie. 
4. Viele Frauen mit MHarninkontinenz 


suchen zuerst eine Frauenklinik oder die Pri- 
vatsprechstunde eines Gynaekologen auf. Es 
ist unsere Gepflogenheit, derartige Probleme 
in enger Zusammenarbeit mit unseren Kol- 
legen aus dem urologischen Fachgebiet zu 
loesen. 


Unless we are careful, we shall conventionalize knowledge; our scientific systems 


will suppress all understanding of the ways of the Universe which fall outside their 
abstractions; our modes of testing ability will exclude all the youth whose ways of 


thought lie outside our conventions of learning.—Whitehead 
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Prevention of Some Post-Gastrectomy Difficulties 
by New Gastrectomy Technic 


(Pantaloon Anastomosis) 
M. E. STEINBERG, M.D., F.ILC.S.* 


Y last gastroenterostomy per- 
formed in 1925. Since 1924 I have per- 
formed 480 gastrectomies by the con- 

ventional Finsterer-Hofmeister technic for 
primary and secondary ulcers and 86 gas- 
trectomies for ulcers and carcinoma by the 
new technic. The known incidence of jejunal 
ulcer in 480 gastrectomies by the conventional 
technic was 1 per cent. It is, however, un- 
likely that this number represents the true 
incidence of postoperative jejunal ulcer. Thus 
far there is no evidence that jejunal ulcers de- 
veloped in any of the patients operated on by 
the new technic. The mortality in 566 con- 
secutive and unselected gastrectomies by the 
established technic and by the new technic¢ was 
1.4 per cent. 

An indefinite number of gastrectomized pa- 
tients complain of trivial symptoms and dis- 
abilities, which usually disappear in time. 
Other symptoms are quite annoying and dis- 
abling. The most common complaints are 
directed against intolerance to milk and 
sweets. Weakness, fatigue, dizziness and a 
fleeting feeling of faintness are not infrequent. 
Loose and frequent bowel movements may 
alternate with constipation. 

Although no definite cause has been ad- 
vanced for some of the post-gastrectomy symp- 
toms, others appear to have a plausible expla- 
nation in the specific alteration of structure and 
function brought about by the gastrectomy. 
Annoying symptoms and disabilities following 
the gastrectomy operation may be related (1) 
to overdistention, because of the small capa- 
city of the gastric pouch; (2) to precipitate 
emptying of undigested and unprepared food 
into the jejunum (dumping syndrome) ; (3) to 
faulty methods of anastomosis, or (4) to gas- 
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tritis from reflux of bile and pancreatie¢ juice 
into the gastric pouch. This presentation is 
chiefly limited to the reflux of enteric con- 
tents into the gastric pouch. 

In a paper published in 1940 in Surgery, 
Gynecology and Obstetrics I expressed the 
opinion that the presence of bile and pan- 
creatic juice in the stomach may be the cause 
of gastritis and of some of the dyspeptic symp- 
toms not infrequently encountered after gas- 
trectomy. Pancreatic juice is always present 
with bile and is much more irritating to 
the mucosa of the stomach than is bile alone. 
In the new gastrectomy operation a jejunal 
pouch is formed by anastomosis of two jejunal 
loops. This pouch, which is joined to the 
gastric remnant, prevents regurgitation of 
bile and pancreatic juice into the gastric 
lumen. The newly created jejunal pouch may 
also serve as a substitute for the partial loss 
of storage space in the gastric remnant. 

Schindler’s clinical and gastroscopie studies 
on the postoperative stomach have been ex- 
tremely discouraging. He reports a great num- 
ber of patients who are not relieved of pain 
by surgical treatment and who do not return 
to the surgeon who performed the operation 
but consult others. Schindler reports : “In some 
hospitals there are a really terrifying number 
of such patients observed who after gastric 
surgery had become permanently ineapaci- 
tated.” The observation was made that their 
distress was almost intractable. Schindler was 
the first to deseribe the frequency of severe 
gastritis ip the postoperative stomach. He ex- 
pressed agreement with others that the 
gravity, the extent and the various forms of 
gastritis in the postoperative stomach impres- 
sively exceeds all other pictures of inflamma- 
tion (Gutzeit and Teitge). 

“From the grandiosity of these changes 
alone and without knowledge of the ease his- 
tory and of the clinical findings it is possible 
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to recognize the postoperative stomach.” 
Schindler concludes thus: “The unregulated 
reflux of intestinal juice through a patent 
stoma is the chief reason for the origin of the 
chronie inflammation of the postoperative 
stomach, and that operations which do not 
prevent this reflux cannot be considered as 
»roper treatment for an essentially benign 
jisease such as peptic ulcer.” Again, quoting 
‘yom Sehindler: “There is a saddening una- 
imity of opinion that treatment of the 
-astritis of the postoperative stomach is one 
f the most hopeless tasks. The symptoms of 
postoperative gastritis are characterized by 
‘orturing continuity and intractability.” 

My own results with the conventional gas- 
‘reetomy over a period of twenty-five years 
ure at variance with the results reported by 
Schindler. This may be explained by the 
iechnie of the Finsterer-Hofmeister operation, 
which I have used in all my gastrectomies 
itil lately. It is likely that in the Finsterer- 
llofmeister gastrectomy the reflux of enteric 
contents into the gastric pouch is limited to 
a variable and unpredictable degree by the 
inverted flap of tissue at the lesser curvature 
and by the direction of the gastrojejunal 
stoma. There are, however, certain types of 
vastreectomy operations that invite a great 
deal of regurgitation of bile and pancreatic 
juice into the stomach. A. B. Watson, who 
recently reviewed the end results of 122 gas- 
trectomies, reported the cases of 12 patients 
who vomited bile. 

Cure of the original ulcer and prevention of 
jejunal ulcer are considered in part to depend 
on the regurgitation of bile and the alkaline 
pancreatic juice into the stomach. Boldyreff 
expressed the opinion that regurgitation of 
bile and pancreatic juice into the stomach is 
a normal process that serves to regulate and 
maintain gastric acidity at a constant level. 
Authi Kesavalu and Frank Mann, however, 
concluded that the presence of the entire duo- 
denal contents in the stomach does not cause 
effective neutralization, buffering and dilution 
of gastrie acidity in either the fasting or the 
digesting state. “It is questionable if the 
slight and infrequent duodenal regurgitation 
that occurs normally can be a primary and 
essential factor in controlling intragastric 
acidity” (Kesavalu and Mann). Schmilinsky 
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Jejunal loops approximated by interrupted 
silk sutures. 


Fig. 1. 


conceived the idea of forming an “inside 
apothecary” by anastomosis of the proximal 
jejunal loop into the stomach, thus diverting 
all of the duodenal secretions into the stomach. 
The Schmilinsky procedure increased the 
incidence of jejunal ulcers experimentally 
and clinically. Cholecystogastrostomy proved 
equally disappointing. All the operations that 
introduce alkaline duodenal contents into the 
stomach produce irritation, gastritis, an- 
oreXia, nausea and vomiting. 

In 1933 and again in 1934 I published stud- 
ies on the role of spasm in the etiology of 
peptie ulcers. In some of these studies a large 
jejunal lumen was created by anastomosis of 
two parallel segments in an antiperistaltic 
direction. A large jejunal lumen created by 
this procedure counteracted any obstruction 
produced by spasm of the jejunum at the site 
of the gastrojejunoanastomosis. I applied this 
operation for the first time on a patient with 
a chronie duodenal ulcer in 1943. This opera- 
tion was performed because the lumen of the 
jejunum was extremely narrow and its walls 
were spastic. I was apprehensive that such an 
unusually narrow lumen would result in diffi- 
culties with emptying. Recalling my experi- 
ments (reported in 1934) with the double- 
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Fig. 2.—Beginning of second row of through-and-through continuous hemostatic sutures for posterior wall. 


barreled anastomosis, which resulted in no 
emptying difficuties of this kind, I established 
gastrojejunal continuity in this patient by the 
method mentioned. The patient made an un- 
eventful recovery and has remained in good 
health since. It was not until 1946 that I ree- 
ognized other advantages of this operation, 
particularly its ability to prevent reflux of 
the highly irritating enteric contents into the 
gastric remnant. 

The technic of the operation is depicted in 
the illustrations. 

The appearance of the complete anasto- 
mosis, with the flaring of the afferent and 
efferent bowel loops from the crotch of the 
newly created sacculation, resembles that of a 
pair of pantaloons. The pantaloon type of an- 
astomosis functions as an enteroenteroanasto- 
mosis and in addition provides more assurance 
for a free passage at the gastrojejunal stoma 
than does the conventional single-lumen gas- 
trojejunal anastomosis. The new operation 
embodies the enteroenteroanastomosis of 
Braun and a gastroenteroanastomosis in a 
single maneuver, without a break in continu- 
ity. This type of gastrectomy is of particular 


advantage in difficult situations with poor ae- 
cessibility and in the presence of inflamma- 
tion. Excessive suturing and overlapping is 
permissible at the gastrojejunal border, since 
it does not endanger free passage at the 
stoma. This technic is adaptable for gastric 
ulcers near the cardia, for carcinoma when 
only a small fragment of gastric tissue is left, 
or for total removal of the stomach. 

My experience with this operation includes 
84 partial gastrectomies for uleer and ear- 
cinoma and 2 total gastrectomies for earci- 
noma. There have been no deaths. Most of the 
patients have been seen on several occasions 
and frequently interrogated. I gain the im- 
pression that such minor complaints as intol- 
erance to milk and sweets and the inability to 
take large meals do not differ much from those 
encountered after the established operation. 
Thus far none of the patients treated by 
pantaloon gastrectomy have displayed any of 
the grave symptoms or disabilities character- 
istie of the dumping syndrome or jejunal 
shock. The most significant results were ob- 
tained, however, in 5 patients who were op- 
erated on by the new type of anastomosis 
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after the development of grave and intractable 
disabilities which followed the established 
method of operation. 


Case 1.—E. P., a housewife aged 34, was ad- 
mitted to the hospital on Feb. 10, 1949. A subtotal 
retrocolic gastrectomy by the Finsterer-Hofmeister 
technie for a gastric and duodenal ulcer had been 
performed elsewhere three years prior to admis- 
ion, The patient, an ex-nurse, began to have pain 
and tenderness in the epigastrium soon after the 
operation. She also had pain to the right of the 
-pigastrium and in the right shoulder blade. The 
pain usually appeared immediately after eating 
ind was accompanied by nausea and vomiting of 
vile. She became flushed and “jittery”? and she 
could feel and hear a rapid heartbeat. On certain 
vceasions she could get relief by taking hydro- 
chlorie acid. The vomiting of bile also came unex- 
pectedly and was not always related to the taking 
of food. She has not been able to tolerate rich 
foods, ice cream, chocolate, candy, pie, pastry, 
ilk or carbonated drinks. The stools, which were 
continuously loose and clay-colored, were ocea- 
sionally improved by the taking of hydrochloric 
acid. She lost about 20 pounds (9.1 Kg.) in weight 
after her first operation. Gastrie analysis after 
histamine stimulation showed the highest free 
acidity level to be 36 degrees at the end of an hour. 
Roentgen examination revealed the picture of a 
normal postoperative stomach. Gastroscopie ex- 
amination showed the gastric mucosa to be swollen, 
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pale in certain areas and dark red in others. There 
was a continuous pouring of foamy intestinal con- 
tents into the gastric remnant. 

The second operation was performed on Febru- 
ary 12. I observed a retrocolic subtotal gastrectomy. 
The gastrojejunostomy was disconnected. An addi- 
tional segment of gastric tissue measuring about 1 
em. in length was removed. Gastrojejunal con- 
tinuity was then established retrocolically by the 
pantaloon method. 

This patient has now regained the 20 pounds 
(9.1 Kg.) she had lost after the first operation. 
The pain in the epigastrium and the right shoulder 
blade has disappeared. She can eat all she wants 
without “filling up” or becoming nauseated. She 
tolerates raw cabbage, chocolate, candy and ice 
cream, none of which she could eat after the first 
gastrectomy. She does not become flushed or 
nervous after eating, nor does she notice a rapid 
heartbeat. She does not vomit. The stools, which 
were clay-colored and loose, are now formed and of 
normal color. All who know this patient agree 
that she has made a remarkable recovery, chang- 
ing from a poorly nourished, asthenic and haggard- 
looking woman into a normal and healthy one. 

Case 2.—D. R., a farmer aged 26, was admitted 
to the hospital April 4, 1949. I saw this patient for 
the first time about a week prior to his admission. 
He had just been examined at a large clinic, where 
he was advised to have a bilateral vagus resection 
because of the vomiting of bile after a gastrectomy. 
The patient admitted that he had always been of 


Fig. 3—Croteh of the pantaloons completed by approximation of jejunal loops with interrupted silk sutures. 
Wide jejunal stoma to be anastomosed either to gastric remnant or to esophagus. 


19 


‘ 


) 
& 
i 
~ 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


a nervous temperament. He had been subjected to 
a gastrectomy for ulcer about four months previ- 
ously by a competent surgeon in a neighboring 
town. He made fairly good progress for three 
weeks after his first operation; then he began to 
have persistent vomiting of bile and hiccoughs and 
lost his appetite. He lost 47 pounds (21.3 Kg.) in 
weight in four months. Encouraged by the results 
obtained with 2 other patients under similar cir- 
cumstances, I had no hesitation at this time in rec- 
ommending the pantaloon operation. He agreed to 
have the operation but wished to postpone it be- 
cause of urgent business at his home, which was 
some distance away. Two days later he telephoned 
by long distance, saying that he was in the hos- 
pital, very ill, and that he was being sustained by 
intravenous feedings only. On the way.home he had 
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become so ill that he was forced to stop in another 
town, where he was admitted to the hospital and 
given an intravenous feeding before proceeding 
home. He asked to be admitted at once. After con- 
sultation with his original surgeon, he was ad- 
mitted to our hospital. He seemed irritable and 
antagonistic (I was told by his relatives that he 
had always been of a “cantankerous” nature). He 
refused water and food while in the hospital. He 
obtained some relief by means of continuous suc- 
tion drainage. He was sustained on intravenous 
feedings for six days prior to the second opera- 
tion. Roentgen studies showed the usual picture of 
a resected stomach, with precipitous emptying of 
a conventional barium meal. He refused gastro- 
scopi¢e examination. 

The operation was performed on April 4. It was 


Fig. 4.—Diagram of the pantaloon anastomosis. 
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observed that about one-half of the stomach re- 
mained and that the anastomosis presented a 
typical textbook picture of an antecolie Polya 
gastrectomy, with the proximal jejunal loop at- 
tached to the greater curvature side of the stomach. 
There were few adhesions. The anastomosis was in 
perfect condition. I removed about one-fourth of 
the remaining gastric tissue. The gastric mucosa 
was extremely swollen and had the appearance of 
hemorrhoidal tissue. The opening in the jejunum 
from the previous anastomosis was prolonged and 
utilized for the pantaloon reconstructive operation. 
The anastomosis was placed retrocolically. The 
patient made an excellent immediate recovery and 
began to take nourishment on the third postopera- 
tive day. However, he displayed his usual impatient 
and irascible disposition and left the hospital for 
a 300-mile trip home nine days after the operation, 
against my advice. 

I hear from him on frequent occasions. He came 
to see me about one month ago. He eats about as 
much at one time as he did before his first opera- 
tion. He has gained 45 pounds (20.4 Kg.) in 
weight. However, he has a nauseated burning feel- 
ing after meals which lasts about half an hour. He 
is not able to tolerate ice cream, cooked cereal or 
anything served with cream and sugar. He does 
a long day’s work on his farm. Gastric analysis 
after stimulation with histamine showed bile but 
no free acid in any specimen, 
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I am reasonably sure that the result in Case 
2 after the pantaloon reconstructive opera- 
tion could have been much better if I had not 
utilized the old jejunal stoma in fashioning 
the new enteroenteroanastomosis. I have 
learned that such reconversion functions 
poorly because it makes a bulky anastomosis, 
with torsion of the jejunojejunal sacculation. 
I have encountered a more serious complica- 
tion in a patient on whom I performed the 
pantaloon anastomosis because of a jejunal 
ulcer which followed a gastroenterostomy. In 
this case I also used the jejunal stoma from 
the previous gastrojejunostomy as a part of 
the pantaloon enteroenteroanastomosis. An ob- 
struction developed because of protrusion 
of jejunal tissue into the lumen of the entero- 
enteroanastomosis. The patient made a com- 
plete recovery after another operation. These 
complications can now be avoided either by 
resection of the jejunal segment or by closure 
of the previous jejunal stoma. The pantaloon 
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Fig. 5.—A variation of the pantaloon gastrectomy. In- 
sert shows valvelike formation at the gastrojejunal 
anastomosis. 


anastomosis is then made some distance from 
the end-to-end anastomosis or from the closed 
stoma in the jejunum. 

The effectiveness of this new operation to 
prevent reflux of the irritating enterie con- 
tents into the gastric pouch was apparently 
responsible for the definite improvement in 
all of the 5 patients who were operated upon 
for postgastrectomy difficulties. The newly 
created double-lumen sacculation increases 
with time and acquires the function of storage. 
Increased storage capacity and delay in the 
progress of the foodstuff must also be taken 
into consideration as contributing factors in 
the recovery of these 5 patients. 

Some undesirable effects after gastrectomy 
are unmistakably the result of choosing the 
wrong procedure. Symptoms of greater or 
lesser degree, however, take place after any 
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Fig. 6.—Roentgenogram of pantaloon gastrectomy for 
duodenal ulcer. Arrow indicates crotch of the panta- 
loons. 


type of gastric operation. These symptoms 
result from alterations in structure and fune- 
tion and from a disturbance in the normal 
viscerovisceral reflexes. The well-being of the 
gastrectomized patient even after use of a 
well chosen technic depends largely on his 
ability to compensate for radical changes 
brought about by the operation. 

In the new gastrectomy a jejunal pouch is 
formed by anastomosis of two jejunal loops. 
The jejunal pouch, which joins with the gas- 
trie remnant, prevents regurgitation of bile 
and pancreatic juices into the gastric lumen. 
The newly created jejunal pouch may also 
serve as a substitute for the partial loss of 
storage capacity in the gastric remnant. 


SUMMARY 


Four hundred and eighty consecutive and 
unselected gastrectomies performed by the 
Finsterer-Hofmeister technic for peptic ulcers 
and 86 additional gastrectomies for ulcer and 
cancer performed by the pantaloon method 
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are reported, with a mortality of 1.4 per cent. 
There were no deaths in the 86 consecutive 
gastrectomies by the pantaloon procedure. 

The pantaloon method of anastomosis, first 
introduced by the author in 1934, prevents the 
reflux of intestinal juices into the gastric 
remnant. The copious reflux of bile and pan- 
ereatic secretion into the gastric remnant 
results in severe gastritis, anorexia, nausea 
and vomiting, causing chronic disability. 

The pantaloon operation abolishes and 
ameloriates certain intractable disabilities and 
annoying symptoms not infrequently encoun- 
tered after gastrectomy performed by the 
established methods. 

Five patients who were reoperated upon by 
the pantaloon method because of severe mani- 
festations of the postgastrectomy syndrome 
which followed the conventional method of 
anastomosis were relieved of the annoying 
symptoms. All gained weight. 

The pantaloon gastrectomy has particular 
advantages and safety factors in operation for 
carcinoma of the stomach and for gastrie ulcer 
situated near the cardia in the presence of a 


Fig. 7.—Roentgenogram cf pantaloon gastrectomy for 
duodenal ulcer. Arrow indicates crotch of the panta- 
loons. 
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Fig. 8.—Total gastrectomy by the pantaloon method. 


minimal gastric remnant. A wide area of gas- 
trojejunal approximation is permissible with- 
out endangering free passage. 

This operation is recommended for total 
gastrectomy because it is safer than the estab- 
lished method. It also prevents regurgitation 
of irritating intestinal contents into the 
esophagus. It creates a large storage space 
as a “substitute stomach.” 

The pantaloon method of gastrectomy is su- 
perior to the established procedure and is now 
employed for all patients requiring gastrec- 
tomy either for ulcer or cancer. 


RESUME 


480 cas consécutifs et non choicis de gastree- 


tomie dans lesquels la technique de Finsterer- 
Hofmeister fut employée pour uleéres pep- 
tiques et en plus 86 gastrectomies pour ulcéres 
et cancers dans lesquelles la méthode de pan- 
taloon fut employée sont rapportés. Il y eut 
une mortalité de 1,4%. Il n’y eut aucun décés 
dans 86 gastrectomies opérées par la méthode 
“pantaloon.” 

Cette méthode d’anastomose fut introduite 
par l’auteur en 1934. 

Cette méthode d’anastomose pantaloon em- 
peche le reflux des sues intestinaux dans le 
reste de l’estomac. Le reflux copieux de la bile 
et des sucs pancréatiques dans le reste de l’esto- 
mae détermine une gastrite aigiie, détermine 
de l’anoroxie, des nausées et des vomissements 
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Fig. 9.—Total gastrectomy. Roentgenogram of esoph- 
agojejunal anastomosis by pantaloon procedure, Ar- 
rows indicate the newly created substitute stomach. 


qui tous produisent une ineapacité chronique, 
L’opération pantaloon abolit et améliore cer- 
taines ineapacités et certains symptdmes en- 
nuyeux qu’on rencontre assez fréquemment 
apres la gastrectomie faite d’aprés les métho- 
des courantes. 

Cing malades furent opérés par la méthode 
pantaloon pour remedier aux manifestations 
sévéres de syndromes postgastrectomiques con- 
sécutifs aux méthodes d’anastomoses conven- 
tionnelles. Ces cing malades furent soulagés 
et gagnérent en poids. 

La gastrectomie “pantaloon” a certains avan- 
tages et offre des facteurs de sécurité dans les 
opérations pour carcinome de l’estomae et aussi 
pour les uleéres gastriques situés pres de 
Vorifice cardia de l’estomac, aprés ablation 
étendue de l’estomac. 

Elle permet une approximation gastro-jé- 
junale étendue sans nuire au passage libre des 
aliments. 

L’opération est recommandée pour la gas- 
trectomie totale vu qu'elle offre plus de sécurité 
que les méthodes courantes. Elle empéche la 
régurgitation du contenu intestinal dans I’- 
oesophage. Elle crée un “estomae substitut.” 
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Cette méthode est supérieure aux méthodes 
généralement pratiquées de nos jours. Nous 
Vutilisons chez tous nos malades dans les 
cas nécessitant une gastrectomie, soit pour 
cancers ou soit pour ulcéres. 


RESUMEN 


Se presentan 480 gastrectomias consecutivas 
y no seleccionadas, realizadas por el método 
de Finsterer-Hofmeister para tratar la tileera 
y 86 gastrectomias adicionales para el trata- 
miento de las tileeras el cancer por el método 
“en pantalén,” con una mortalidad de 1,4 por 
ciento. En el segundo grupo tratado por la 
anastomosis “en pantal6n” no se registraré 
ninguna muerte. 

El método de la anastomosis “en pantalén” 
fué introducido por vez primera por el autor 
en 1934. 

Esta anastomosis previene el reflujo de la 
secreciOn intestinal dentro del contenida gas- 
trico, el copioso reflujo de bilis y secrecién 
pancreatica dentro del contenido intestinal 
determina grave gastritis, anoreia, 
nauseas vomitos, causando un_ trastorno 
cronico. 

El método de la anastomosis “en pantalén” 
elimina vy mejora ciertas complicaciones in- 
tratables y otros sintomas enojosos que se ha- 
llan con cierta frecuencia después de practicar 
una gastrectomia por el método habitual. 

Se volvieron a intervenir por segunda vez 
5 pacientes utilizando el método “en pantalén” 
por las manifestaciones graves del sindrome 
presentado en la postgastrectomia, como re- 
sultado del método habitual de anastomosis, 
observandose que todos los pacientes se ali- 
viaron de los sintomas molestos, ganando peso 
todos ellos. 

La gastrectomia “en pantal6én” tiene mani- 
fiestas ventajas y es mas segura para operar 
el cdncer del estémago y la tileera gastrica 
situada cerea del cardias, en presencia de un 
remanente gastrico minimo. Es posible, en tal 
caso, practicar la aproximacién a través de 
una téenica gastroyeyunal sin que ello repre- 
sente ningtin peligro para que se mantenga 
abierta dicha via digestiva. 

Esta operacién se recomienda para las 
gastrectomias totales por ser mas segura que 
el método habitual, ya que previene la regurgi- 
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tacién del contenido intestinal que tiene un 
efecto irritante, dentro del eséfago, creando 
un amplio espacio de almacenamiento que se 
utiliza como un “est6mago de reemplazo.” 

El método de la gastrectomia en pantal6én es 
superior al método establecido y se emplea en 
todos los pacientes que requieren una gas- 
trectomia, bien sea para tratar una tlcera o 
un caneer. 


RIASSUNTO 


Riporta una easistica di 480 consecutive 
gastrectomie eseguite col metodo di Finsterer- 
Hofmeister per ulceri peptiche, piu’ 86 gas- 
trectomie eseguite col metodo a pantalone per 
ulceri e caercinomi. La mortalita’ complessiva 
e’ stata dell’l, 5%; da notare pero’ che nella 
serie delle 86 gastrectomie a pantalone non e’ 
occorso un solo easo letale. 

Steinberg e’ stato il primo a proporre (nel 
1934) questo metodo di anastomosi, che pre- 
viene il riflusso dei liquidi intestinali nel 
monecone gastrico. Un passaggio copioso di bile 
e di secreti pancreatici nello stomaco conduce 
ad una gastrite, anorresia, nausea, vomito; 
ad una vera e propria disabilita’. 

L’anastomosi a pantalone elimina o attenua 
taluni di questi sintomi, cosi comuni dopo le 
eastrectomie eseguite con le solite teeniche. 
Questa superiorita’ di risultati viene confer- 
mata dall’osservazione di 5 casi, nei quali una 
seconda anastomosi a pantalone dopo una 
prima anastomosi eseguita con i soliti metodi 
ha eliminato tutti gli inconvenienti della 
prima operazione, con un aumento di peso dei 
pazienti. 

La gastrectomia a pantalone offre partico- 
lari vantaggi e margini di sicurezza_ nelle 
operazioni per carcinomi ed ulceri gastriche 
situate in prossimita’ del cardia, con un min- 
imo residuo dello stomaco. L’operazione con- 
sente infatti una vasta area di approssimazione 
gastro-digiunale, senz2 compromettere un 
libero passaggio. E’ anche raccomandabile per 
gastrectomie totali perche’ piu’ sicura degli 
altri metodi operatori, mentre previene un’- 
irritazione dell’esofago da rigurgito dei li- 
quidi intestinali e crea un ampio spazio che 
si sostituisce allo stomaco. L’A. eseguisce per- 
cio’ l’anastomosi a pantalone in tutti i pazienti 
che richiedono una gastrectomia, sia per ul- 
cera, sia per carcinoma. 
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ZUSAMMENFASSUNG 


Die Arbeit berichtet ueber 480 aufeinan- 
derfolgende und unausgewaehlte Magenresek- 
tionen mit  Finsterer-Hofmeister-Technik 
wegen Ulcus pepticum und ausserdem ueber 
86 Magenresektionen wegen Geschwuers und 
Krebses nach der “Pantaloon’”-Methode. Die 
Sterblichkeit war 1,4(7. Kein Todesfall betraf 
die 86 aufeinanderfolgenden Magenresek- 
tionen nach der “Pantaloon’’-Methode. 

Die “Pantaloon”-Anastomose wurde zuerst 
vom Verfasser im Jahre 1934 eingefuehrt. 

Die Methode verhindert den Rueckfluss von 
Duenndarmsaeften in den Magenstumpf. 
Reichlicher Rueckfluss von Galle und Pan- 
kreassaft in den Magenstumpf fuehrt zu 
schwerem Magenkatarrh, Appetitlosigkeit, 
Uebelkeit und Erbrechen und schliesslich zu 
chronischer Invaliditaet. 


Gewisse unheilbare Krankheitszustaende 


und laestige Symptome, denen man nicht sel- 
ten im Gefolge der allgemein ueblichen Magen- 
resektion begegnet, wurden durch die “Panta- 
loon”-Operation aufgehoben oder verbessert. 
Fuenf Kranke, die wegen schwerer nach kon- 


ventioneller Magenresektion auftretender 
Erscheinungen mit der ‘“Pantaloon”-Methode 
nachoperiert wurden, wurden von ihren lae- 
stigen Symptomen befreit und nahmen saemt- 
lich an Gewicht zu. 

Besondere Vorteile und Sicherheitsfaktoren 
bietet die ‘“Pantaloon”-Resektion in der Be- 
handlung des Magenkrebses und des kardia- 
nahen Magengeschwueres, wenn nur ein sehr 
kleiner Magenrest vorhanden ist. Sie erlaubt 
eine weite Strecke gastrojejunaler Annaehe- 
rung, ohne den freien Durehfluss zu gefaehr- 
den. 

Die Operation wird fuer Totalresektionen 
empfohlen, weil sie sicherer ist als die all- 
gemein uebliche Methode. Sie verhindert auch 
das. Wiederausstossen reizenden Darmin- 
halts in die Speiseroehre und schafft einen 
grossen Speicherraum als “Magenersatz.” 

Die “Pantaloon”-Methode der Magenresek- 
tion ist der ueblichen Prozedur ueberlegen und 
wird jetzt bei allen Kranken, die wegen Ges- 
chwuers oder Krebses_ eine  Resektion 
brauchen, angewandt. 
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Primary Carcinoma of the Duodenum 
Report of a Successful Whipple Operation 


RALPH GOLDSMITH, M.D., F.A.C.S., SAMUEL LEVINE, M.D., F.A.CS. 
AND JERRY ZASLOW, M.D., F.A.C.S., F.I.C.S. 
PHILADELPHIA 


first, it describes an uncommon primary 
gastrointestinal malignant tumor ; second, 
it demonstrates that advanced age is not neces- 
sarily a contraindication to extensive surgical 


procedures. 


\ ‘HIS report is of interest for two reasons : 


REPORT OF CASE 


M.B., a 74-year-old white man, was admitted to 
the medical service of the Jewish Hospital on July 
29, 1949, complaining of daily morning vomiting, 
increasing constipation and a sense of fullness and 
pressure in the lower part of the abdomen. There 
were anorexia, generalized weakness and a_ loss 
of 12 pounds (5.4 Kg.) in weight. All of these 
symptoms had been present for two weeks before 
admission. The vomitus was profuse and projectile 
and contained food eaten on the preceding day. 
The systemic review revealed anginal pain, ex- 
ertional dyspnea on exertion, edema of the ankles, 
frequency of urination and nocturia of two years’ 
duration. During this time the patient had been 
taking digitalis. 

Physical examination revealed that the patient 
was dehydrated but in no acute distress. The tem- 
perature and the pulse and respiratory rates 
were normal. The systolic blood pressure was 110 
mm. of mereury and the diastolic pressure 60 mm. 
The only pertinent observations were an indefinite 
fullness in the epigastrium and a smooth, sym- 
metrically enlarged prostate. 

Clinical laboratory studies of the blood revealed 
the following values: hemoglobin, 10.3 Gm.; eryth- 
rocyte count, 3,600,000 per cubic millimeter, and 
leukocyte count, 9,950, with a normal cytologic 
distribution. The results of urinalysis and the 
bromsulfalein liver function test, as well as the 
values for serum amylase and lipase, blood urea, 
carbon dioxide combining power and serum chlo- 
rides, were all within normal limits. No free hydro- 
chlorie acid was observed in the stomach after 
histamine stimulation. The stool contained occult 
blood. 

Sigmoidoscopie examination revealed divertic- 
ulosis. A roentgenogram of the chest showed only 
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atherosclerosis of the aorta and pulmonary emphy- 
sema. Roentgen studies of the gastrointestinal tract 
demonstrated a normal esophagus, a dilated stom- 
ach, a duodenal cap and a descending duodenal 
limb, and a filling defect in the third portion of 
the duodenum, with retardation of emptying of the 
descending duodenal limb. At the end of three 
hours there was still 90 per cent gastric retention 
(Fig. 1, A and B). 

The patient was prepared for an exploratory 
procedure by daily gastric lavage, by parenteral 
feedings of dextrose, water, salt and proteins and 
by numerous blood transfusions. 

On August 25, with the patient under spinal 
anesthesia supplemented by intravenous pentothal 
and curare, operation was performed. Exploration 
revealed an intraluminal tumor of the third por- 
tion of the duodenum. There was no evidence of 
local infiltration beyond the confines of the duo- 
denum, and distant metastasis was not observed. 
The gallbladder contained stones. The operative 
procedure consisted of cholecystectomy, partial 
gastrectomy, total duodenectomy, partial pancre- 
atectomy, partial choledochectomy, and _reestab- 
lishment of gastrointestinal and_ biliary-intestinal 
continuity by an end-to-side choledochojejunos- 
tomy, an end-to-side pancreaticojejunostomy over 
a catheter and an end-to-side gastrojejunostomy, in 
that order (Fig. 2, 4 and B). 

Study of the resected specimen revealed a poly- 
poid tumor in the third portion of the duodenum, 
on a broad base, measuring 6 by 6 by 3 em. (Fig. 
2, A and B). Microscopic examination showed the 
lesion to be an adenocarcinoma (Grade 2, Broders) 
invading the wall of the duodenum (Fig. 4). None 
of the lymph nodes removed was involved by the 
lesion. 

The postoperative course was uneventful, the 
patient leaving the hospital on the fourteenth day. 
All hematologic studies done before discharge from 
the hospital gave normal results. The catheter used 
for the pancreatojejunal anastamosis was passed 
in the feces four weeks later. When last seen in 
October 1949, two years and two months later, the 
patient was completely asymptomatic. 
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Incidence; Pathologic Picture—Primary 
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duodenal carcinoma is relatively rare. Hoff- 
man and Pack' noted that the incidence of 
this lesion was 0.033 per cent in over 350,000 
autopsies. Mateer and Hartman? observed only 
6 cases in 176,000 autopsies and estimated 
that 0.25 per cent of all carcinomas and 3 per 
cent of all intestinal tumors were duodenal. 
Carcinoma is more common in the duodenum 
than in either the ileum or the jejunum. 
Lesions in the second portion are more com- 
mon than in the other portions, and those in 
the third portion are least common. 

Carcinoma of the duodenum is usually 
adenocarcinoma. Sarcomas and benign tumors 
are uncommon. A carcinoma of the first por- 
tion is usually secondary to pancreatic or a 
gastric carcinoma, the latter invading the duo- 
denum either through the lymphaties or by 
the submucosal route; extension via the mu- 
cosa is rare. Duodenal lesions may be poly- 
poid, sessile, ulcerative or annular (completely 
encircling the lumen in some cases), the symp- 
toms depending on these characteristics. Re- 
gional lvmph nodes are involved early, but 
distant spread is a late manifestation. 

It has been suggested that carcinoma of the 
duodenum is the result of repeated ulcerations. 


AUGUST, 1950 


That this is unlikely is demonstrated by the 
fact that 99.2 per cent of duodenal ulcers 
oceur in the first portion, while carcinoma of 
this segment is decidedly uncommon. 

Malignant changes in aberrant gastric 
glands, pancreatice rests and Brunner’s glands 
have been suggested by some as the basis for 
carcinoma. However, Robertson® observed only 
2 instances of proliferation in’ Brunner’s 
elands. 

The relation to polyposis is also uncertain. 
Gastric polyps are commonly found in routine 
autopsy study, but duodenal polyps are in- 
frequent, and although carcinomas of the 
duodenum are often grossly polypoid, they 
are rarely seen in association with other 
polyps. 

Forgue and Chauvin‘ expressed the opinion 
that fixation to the parietes, the presence of 
four flexures, and the fact that the duodenum 
is the most widely dilated portion of the small 
intestine explains the higher incidence of ear- 
cinoma of the duodenum as compared with that 
of carcinoma in the mesenteric small bowel. 

Rankin and Mayo’ have stated that the fluid 
nature and alkalinity of the small bowel con- 
tents, as well as the absence of abrupt bends 


Fig. 1.—4A, roentgenogram showing the filling defect of the third portion of the duodenum producing narrowing 
of the lumen. B, roentgenogram showing the dilatation of the stomach and bulb of the duodenum, 
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Resected 


Fig. 2.—Diagrammatice representation of resected 
structures. 


in the small bowel, probably explains the rarity 
of lesions in this structure. 

Symptoms.—Lesions in the duodenum are 
usually considered supra-ampullary, periam- 
pullary or infra-ampullary, because of the 
difference in the symptomatic picture pro- 
duced by lesions at these levels. 

Supra-ampullary growths usually produce 
an ulcer-like syndrome. Pain is common but 
is not relieved by food. Gross bleeding is a late 
symptom, although occult blood in the stools 
is common and occurs early. Obstruction is a 
late symptom. Jaundice and pancreatic dis- 
turbances are uncommon and, if present, in- 
dicate a late lesion with extension to the pan- 
creas and bile ducts. 

Periampullary lesions are usually diagnosed 
early, since they readily produce jaundice and 
obstruction of the pancreatic duct. Tumors in 
this region are most difficult to differentiate 
from lesions of the common duct (stone, stric- 
ture or growth), since jaundice is an early 
symptom of both. Tests for obstruction of the 
pancreatic duct (serum lipase, ferments ob- 
tained by duodenal aspiration) will help to 
rule out common duet stricture, stone or car- 
cinoma, although carcinoma of the ampulla 
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itself will not be differentiated. However, since 
the treatment of both preiampullary duodenal 
and primary ampullary lesions is the same, 
this differentiation is merely academic. 

Infra-ampullary lesions are the most diffi- 
cult to diagnose. The patient often complains 
of vague epigastric fullness, gaseous disten- 
tion, anorexia and loss in weight. These symp- 
toms are due to incomplete duodenal obstruc- 
tion, and, when this becomes complete, 
retention vomiting is a prominent complaint. 
There is no abnormality of pancreatic func- 
tion while this lesion is still confined to the 
duodenum. 

In the presence of any of these lesions the 
roentgen ray is of great help in establishing 
the diagnosis. A filling defect is often demon- 
strated, and at times actual ulceration is seen 
in the lesion. As in our case, obstruction of the 
proximal portion of the duodenum and of the 
stomach is sometimes seen. 

Treatment.—When the presence of a duo- 
denal lesion is suspected, surgical exploration 
is indicated. When resection is possible it 
should be done. Palliative surgical interven- 
tion may be indicated for an unresectable 
growth producing jaundice or intestinal ob- 
struction. Local excision of a tumor has been 
done and has on occasion resulted in long sur- 
vival. However, because of the fact that re- 
gional lymph nodes are involved early, it is 


Fig. 3.—Diagrammatic representation of reconstructed 
structures. 
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Fig. 4.—The resected specimen opened. The pylorus is seen on the right, the lesion on 
the left. The indicator points to the papilla of Vater. The lesion is infrapapillary. 


our opinion that nothing less than a radical 
resection can be considered “adequate cancer 
surgery.” 

Although Whipple and his associates® are 
credited with the operation of pancreaticoduo- 
denectomy, variations of this operation had 
been done previously at infrequent intervals. 
However, since the publication of their report 
in 1935, interest in radical resection for lesions 
of the ampulla, duodenum and pancreas has 
been stimulated. Whipple performed a two- 
stage operation, the first stage consisting of 
choleeystogastrostomy and gastrojejunostomy. 
Several weeks later the lesion was resected, 
the resected specimen consisting of the pyloric 
end of the stomach, the duodenum, the head 
of the panereas and the lower end of the 
common bile duct. No attempt was made to 
anastomose the pancreas to the bowel. In 1938 
Whipple revised his operation, performing a 
Roux type of end-to-end cholecystojejunostomy 
to prevent cholangitis. Since that time numer- 
ous modifications have been reported by vari- 
ous authors, all employing the same type of 
resection, but differing by using the common 
duet for anastomosis and by anastomosing the 
pancreatic duct or the cut edge of the pan- 
ereas to the jejunum. As a result of rather Tocion eut thro 

ig. 5.—Lesion cut through to show how it has in- 
extensive clinical investigation by one of us vaded the full thickness of the duodenal wall. 


208 


SP 
|| 
4 


VOL. XIV, NO. 2 


(J.Z."), it is our impression that when obstruc- 
tion of the common duct is not present (as in 
supra-ampullary or infra-ampullary lesions) 
or when obstruction is present and is not as- 
sociated with cholangitis, the biliary tract 
should be anastomosed to the jejunum prox- 
imal to the gastrojejunostomy. When cholan- 
gitis is present it does not matter whether the 
anastomosis is proximal or distal. It is our 
opinion that whenever possible the pancreas 
should be anastomosed to the bowel. We prefer 
using the common duct rather than the gall- 
bladder for anastomosis, since the pressure in 
the former is greater and ascending infection 
is less likely to develop. In addition, the cystic 
duct may enter the common duct at a low 
level, and if the cut end is merely ligated the 
cystic duct may also be ligated and obstructive 
jaundice may follow. 

All the principles just outlined were fol- 
lowed in operating on the patient who served 
as the subject of this communication. 

Prognosis—Up to 1945, Brunschwig and 


Tiholiz® found that only 16 resections for in- 
fra-ampullary lesions had been performed. 
One patient died six years after the operation 


and 3 lived twelve, fifteen and twenty months 
respectively. These authors reported 3. per- 
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sonal cases. In 1 a local resection had been 
done, and the patient was living and well 
seven years and ten months later; they stated, 
however, that the lesion was a carcinoma re- 
sembling a carcinoid, and since carcinoids 
grow less rapidly than does the usual adeno- 
carcinoma, this may explain the long survival 
in spite of local excision. In another case local 
resection was also done, and the patient was 
living and well three years later; the lesion 
was a spindle cell carcinoma with nodal in- 
volvement. A Whipple operation was per- 
formed on the third patient, but he died three 
months later of a deep intra-abdominal 
abscess. 

In 1945 Orr and Walker® reported a per- 
sonal case in which a Whipple operation was 
done. The patient died seventeen and one-half 
months later of metastasis. 

Of 33 cases of carcinoma of all portions of 
the duodenum in the literature, Berger and 
Koppelman’ noted that palliative operations 
were performed on 22 patients, all of whom 
died in three months. 

Dixon and his co-workers analyzed 49 cases 
of malignant lesions of the duodenum from 
the records of the Mayo Clinie. Of patients 
with lesions of the third portion, they found 


Fig. 6—High power microscopic section of the lesion. Mitotic ae are seen. 
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that only 2 were alive two years after the 
operation. 

Although the results as represented in the 
literature are discouraging for lesions of the 
duodenum, particularly the third portion, 
radical excision has been done only in the past 
ten years. In our opinion the prognosis will 
improve with time, as more Whipple opera- 
tions are performed on patients in whose cases 
earlier diagnoses are made. 


SUMMARY 


The authors present a case of primary car- 
cinoma of the duodenum in which a remark- 
ably extensive surgical procedure was carried 
out on a man 74 years old, with entire success. 
They express the opinion that advanced age is 
no contraindication to radical surgical treat- 
ment of this condition, offering their results in 
substantiation of this view. 


RESUME 


L’auteur passe en revue un cas de carcinome 
primaire duodénal dans lequel on fit une opéra- 
tion trés étendue suivie d’un complet succes. 
Le malade avait 74 ans. I] exprime l’opinion 
que lage avancé du malade n’est pas une 
contre-indication au traitement radical chirur- 
gical de cette condition et il offre des résultats 
pour confirmer cette opinion. 


RESU MEN 


Los autores presenta un caso de cancer 
primario del duodeno en un hombre de 74 
anos en el que se llevé a cabo una intervencién 
quirtirgica bastante extensa, obteniéndose un 
éxito completo. Los autores opinan que la edad 
avanzada no es una contraindicacién para el 
tratamiento quirtirgico radical de este proceso, 
presentando sus resultados como prueba de su 
punto de vista. 
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RIASSUNTO 


Descrive un carcinoma primitivo del duo- 
deno asportato radicalmente e felicemente in 
un uomo di 74 anni. Gli AA. ritengono che 
Veta’ avanzata non rappresenti percio’—di 
per se’—una contro-indicazione ad un’opera- 
zione radicale. 


ZUSAMMENFASSUNG 


Die Verfasser berichten einen Fall von pri- 
maerem Zwoelffingerdarmkrebs, in welchem 
bei einem 74-jaehrigen Mann ein bemerkens- 
wert umfangreicher chirurgischer Eingriff 
mit vollem Erfolg ausgefuehrt wurde. Sie 
geben der Meinung Ausdruck, dass vorge- 
schrittenes Alter keine Gegenanzeige zu radi- 
kaler chirurgischer Behandlung der vorlie- 
genden Erkrankung darstellt und fuehren 
ihre Resultate zur Unterstuetzung dieser An- 
sehauung an. 
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Unicornuate Uterus Associated with Agenesis 


of the Kidney 


Report of Two Cases 


AUGUST F. DARO, M.D., F.I.C.S.; HARVEY A. GOLLIN, M.D., 
AND ERNEST G. NORA, Jr., M.D. 


HIS is a report of the thirty-first and 
thirty-second cases of unicornuate uterus 
associated with agenesis of the kidney. 

The literature on congenital anomalies of 
the genitalia associated with unilateral renal 
agenesis was thoroughly reviewed by Shu- 
macker' in 1938. His review was particularly 
directed to the association of renal agenesis 
and true unicornuate uterus. Two additional 
cases have been reported (by Varino and 
Beacham in 1941* and Alexander in 1947*). 

In reviewing the literature, it was found 
that 30 such cases have been reported. In 23 
of these the condition was discovered at 
autopsy and in the remaining 7 at laparotomy. 
In 1 of the cases described here it was ob- 
served at laparotomy, making it the eighth of 
its kind. In the other it was discovered at 
autopsy, the twenty-fourth such instance re- 
ported. 

The frequent association of congenital 
anomalies of the urinary and reproductive 
systems can be explained embryologieally, as 
both systems have their origin from the meso- 
derm as a common urogenital ridge. Further 
growth brings a subdivision into nephrie and 
genital regions which drain into a common 
urogenital sinus. In the male this is utilized 
permanently as a common urinary and genital 
duet—the urethra. 

In both sexes there develops a pair of fe- 
male duets (ducts of Miiller). Human em- 
bryos at 10 mm. first indicate the future 
miillerian ducts by a groove of thickened epi- 
thelium of each urogenital ridge. This furrow 
is located laterally on the mesonephros, the 
first functional kidney in mammals. The miil- 
lerian duets close as they grow more caudally 
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and form a closed tube, the cephalic end of 
which remains open. 

A miillerian duct, by a progressive growth 
of its blind end, courses lateral to the meso- 
nephrie duct, with which its tip is intimately 
related. 

The miillerian ducts fuse near the cloaca in 
the midline to form the genital canal. The 
fused common tube of the miillerian duets is 
the first indication of a uterus and vagina. 
The more cranial portions remain separate and 
serve as fallopian tubes. 

It is hoped that the following report of 2 
cases will stimulate the search for congenital 
anomalies of the genitalia in the presence of 
renal agenesis and vice versa. 


REPORT OF CASES 


Case 1.—S.D., a white woman aged 22, was ad- 
mitted to the Cook County Hospital on Aug. 16, 
1940, complaining of abdominal pain of five days’ 
duration. The pain was “cramping” and moderately 
severe, seeming to predominate in the right lower 
quadrant. The last normal menstrual period had 
occurred on May 11. Only July 25 the patient 
noted a small amount of vaginal bleeding associated 
with suprapubic cramping pain. This bleeding and 
pain lasted for five days. There was no shoulder 
pain and no fainting or feeling of faintness. There 
had been no vaginal bleeding since July 30. The 
patient also complained of fulness of the breast 
and occasional nausea of several weeks’ duration. 

The family history was essentially noncontribu- 
tory. The medical history revealed that the patient 
had had rheumatic fever at the ages of 11 and 17 
years and a “nervous breakdown” in 1929. Tonsil- 
lectomy and adenoidectomy had been performed in 
1922. 

Menstruation began at the age of 14 and occurred 
regularly every twenty-eight days, lasting five days, 
with a normal flow. There was no menometror- 
rhagia, dysmenorrhea or leukorrhea. The patient 
had never been pregnant, but thought that she 
might be pregnant at the time of admission. 
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Fig. 1.—Hysterosalpingographie film (Case 1). Note 

the unicornuate uterus lying in a horizontal plane to 

the right. The right fallopian tube is outlined. No 
fallopian tube is evident on the left. 


The history by systems was noncontributory. 

Physical examination revealed the patient to be 
well developed and well nourished. She did not ap- 
pear acutely ill. The temperature was 99.4 F.; the 
pulse rate, 86 per minute; the respiratory rate, 16 
per minute, and the blood pressure 110 systolic 
and 64 diastolic. General physical examination re- 
vealed that the breasts were full, and secretion 
from the nipple was obtained by pressure. There 
was a soft apical systolic murmur. Abdominal ex- 
amination revealed mild tenderness in the right 
lower quadrant. 

Pelvic examination revealed normal external 
genitalia. Bartholin’s glands, Skene’s glands and 
the urethra were within normal limits. The cervix 
pointed posteriorly; it was nulliparous and _ sof- 
tened. There was slight pain on movement of the 
cervix. No mass suggestive of the uterus was pal- 
pable. There was a tender sausage-shaped cystic 
mass in the right adnexal region. The left adnexal 
area revealed no palpable pathologic change. Spee- 
ulum examination revealed bluish discoloration of 
the cervix. 

Laboratory studies were performed. The Kahn 
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reaction was negative. A urethral smear was nega- 
tive for gram-negative intracellular diplococci. Uri- 
nalysis revealed cloudy urine, a trace of albumin 
and no sugar; microscopic examination revealed 
many white blood cells, with clumping. The blood 
count showed 3,850,000 red cells and 10,400 leuko- 
cytes per cubic millimeter, with a normal differen- 
tial count and 70 per cent hemoglobin. 

The impression was that of ectopic pregnancy. 
Abdominal exploration was deemed advisable. 

Abdominal laparotomy, performed on August 23, 
revealed an intrauterine pregnancy of two and one- 
half months’ gestation. The corpus lay in the right 
iliac fossa. The right fallopian tube, the right 
ovary and the right broad ligament appeared nor- 
mal. The left ovary lay along the pelvic brim on 
the lateral pelvic wall. Attached to the ovary by 
the mesosalpinx was the short fimbriated end of 
the fallopian tube. The proximal end of the tube 
was closed and tapered off into the parietal peri- 
toneum. A thin strand of tissue was present and 
was thought to be the round ligament. It extended 
along the parietal peritoneum of the pelvic wall 
from the region of the internal inguinal ring to 
the left lateral cervical region. The remaining 
structures of the left broad ligament were not 
identifiable. 

The course was uneventful, and the patient was 
discharged from the hospital on the tenth post- 
operative day. 

She was readmitted on October 6 for renal 
studies. Intravenous pyelographic examination re- 
vealed a small amount of dye in the right kidney 
and ureter. The left kidney and ureter were not 
visualized. 

On Feb. 17, 1941, the patient was delivered of a 
living full-term fetus after a normal labor lasting 
ten and one-half hours. An estimated 700 cc. of 
blood was lost immediately post partum. The bleed- 
ing was controlled by the use of obstetrical pitui- 
trin and ergotrate. The patient was given 500 ce. of 
blood intravenously. The postpartum course was 
normal, and she was discharged on the ninth day. 

She was readmitted on June 10 for further renal 
studies. A No. 24 McCarthy cystoscope was passed 
with ease. The bladder contained 3 ounces of clear 
urine. The urethra was moderately injected but 
otherwise normal. The vesical neck appeared nor- 
mal. The bladder mucosa within the vesical neck 
and in the region of the anatomic trigone was in- 
jected and revealed evidences of follicular hyper- 
plasia. The right ureteral orifice appeared in nor- 
mal position at the extreme lateral aspect of the 
interureteral ridge; in following this ridge from 
right to left, however, it was noted that the ridge 
abruptly disappeared or stopped in the midline. 
No left ureteral orifice was seen, and the inter- 
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ureteral ridge was absent on the left side. Indigo 
carmine was injected intravenously and appeared 
in eleven and one-half minutes as efflux from the 
right ureteral orifice. No dye was noted coming 
from any other region of the bladder after twenty 
minutes. The bladder mucosa was otherwise normal. 
No ealeuli and no neoplasms were noted. 

The patient became pregnant again and had a 
normal spontaneous delivery of an eight-month 
fetus on Aug. 5, 1942, but again suffered excessive 
blood loss immediately post partum, estimated at 
600 ce. 


Case 2.—This case was found after a search 
through the records of approximately 10,000 post- 
mortem examinations performed on female pa- 
tients at the Cook County Hospital Morgue from 
1929 through 1948. 

A 48-year-old white woman was admitted to the 
Cook County Hospital on Sept. 21, 1936, with a 
history of attacks of sharp pain in both right ab- 
dominal quadrants. The pain was associated with 
constant vomiting. During recent months she had 
lost 30 pounds (14.1 Kg.) in weight. She had also 
had diarrhea during the week prior to admission. 

The history revealed selective food dyspepsia 
for several years, but all foods had caused distress 
for several weeks prior te admission. The patient 
also complained of dyspnea. She was conscious of 
her heartbeat and had coughed blood on several 
occasions. 

She had never menstruated, and although she 
had been married for several years she had never 
had intercourse. An appendectomy had been per- 
formed when she was 28 years old. 

Physical examination revealed the patient to be 
poorly nourished and poorly developed. She ap- 
peared acutely ill. The temperature was 98.2 F.; 
the pulse rate, 104 per minute; the respiratory 
rate, 24 per minute, and the blood pressure 150 
systolic and 115 diastolic. Physical examination 
revealed no abnormalities except those in the pelvis. 
Pelvie examination revealed the vaginal mucosa to 
be atrophic. The introitus admitted one finger. The 
vagina ended in a blind pouch about 4 em. inside 
the vulva. The cervix, corpus and adnexae were not 
palpable. 

The erythrocyte count was 2,000,000 per cubic 
millimeter, with 54 per cent hemoglobin; the leu- 
koeyte count, 19,200. The urine gave a 4 plus reac- 
tion for albumin. 

The patient’s course in the hospital was gradually 
downhill. She became dyspneic, semistuporous and 
apparently uremic. She died four days after admis- 
sion to the hospital. 

Postmortem examination produced the following 
anatomie diagnoses : 
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1. Chronic glomerular nephritis of the ectopic 
right kidney. 

2. Agenesis of the left kidney and left ureter. 

3. Agenesis of the right fallopian tube and the 
cervix uteri. 

4. Hypoplasia of the ovaries and the left fal- 
lopian tube. 

5. Uterus unicornus dexter solidus. 

6. Atresia and hypoplasia of the vagina. 

7. Moderate hypertrophy of the heart with re- 
cent fibrinous pericarditis. 

8. Uleer sear of the stomach. 

9. Old appendectomy. 

The following is a description of the urogenital 
system as obtained from the records: 

“The left kidney and ureter are absent. The 
right kidney is located over the brim of the pelvic 
bone. The renal artery supplying the kidney origi- 
nates near the bifurcation of the aorta. The renal 
vessels enter and leave the kidney near the upper 
pole. The pelvis faces medially and is found out- 
side the kidney, being connected by the stretched 
elongated calyces. The kidney is flat and cake 
shaped, measuring 10 em. in length, 5 em. in trans- 


Fig. 2.—Simultaneous intravenous pyelographie and 
hysteresalpingographic film (Case 1), with nonvisuali- 
zation of the left kidney and ureter. 
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verse diameter and up to 2 em. in anteroposterior 
diameter. 

“The vagina is 4.5 em. long, admits the middle 
finger with ease and ends blindly. On the left side, 
at the height of the pelvic brim, is an ovary meas- 
uring 4 by 1.2 em. and 4 em. in diameter, to which 
is attached a rudimentary fallopian tube. The 
right fallopian tube is absent. 

“On the right side, extending toward the external 
inguinal ring, is a cordlike structure which is at- 
tached to the lateral wall of the urinary bladder 
and measures 11 em. in length and 4 em. in trans- 
verse diameter. It terminates in a fusiform body 
which is moderately firm, 3.2 em. long, 10 mm, in 
transverse diameter and 10 mm. in anteroposterior 
diameter.” 


SUMMARY 


1. Attention is called to the frequent asso- 
ciation of congenital anomalies of the urinary 
and the reproductive system. 

2. It is deemed advisable to study the 
urinary tract in the presence of genital anom- 
alies and vice versa. 

3. Two cases of unicornuate uterus asso- 
ciated with agenesis of the kidney are pre- 
sented. 


RESUME 


1. L’association fréquente d’anomalies con- 
génitales du systéme urinaire et du systéme 
reproductif est décrite. 

2. Test utile d’étudier les voies urinaires en 
présence d’anomalies génitale et vice-versa. 

3. Deux eas d’utérus unicorne associés avec 
agéneése des reins sont présentés. 


RESUMEN 
1. El autor llama la atencién sobre la fre- 


*We wish to express our thanks to Dr. Walter Schiller 
for his comments concerning the development of the 
urogenital system, 
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cuencia con que van unidas las anomalias 
congénitas de los aparatos urinario y de la 
reproduccion. 

2. Se considera aconsejable en presencia de 
anomalias genitales estudiar el tracto urinario 
y viceversa. 

3. Se presentan dos casos de titero uni- 
corne asociado a agenesia del rinon. 


RIASSUNTO 


1. Richiama l’attenzione sopra la frequante 
associazione di anomalie congenite del sistema 
genito-urinario. 

2. L’apparato urinario dovrebbe essere at- 
tentamente studiato ogni qualvolta ci s’im- 
batte in anomalie congenite degli organi geni- 
tali, e viceversa. 

3. Descrive due casi di uteri unicorni asso- 
ciati ad un’agenesia dei reni. 


ZUSAM MENFASSUNG 


1. Es wird auf die haeufige Beziehung 
zwischen angeborenen Anomalien des Harn- 
systems und des Zeugungssystems aufmerk- 
sam gemacht. 

2. Es wird angeraten, das Harnsystem zu 
untersuchen, wenn Anomalien der Geschlechts- 
organe vorliegen, und umgekehrt. 

3. Zwei Faelle von einhoerniger Gebaer- 
mutter mit gleichzeitiger Nierenaplasie wer- 
den berichtet. 
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A Study on the Cause of Toxemia of Pregnancy 


MASANAO MAGARA, M.D.* 
TOKYO 


not a single theory concerning the cause 

of this disease that explains all of the 
clinical symptoms and_ pathologic-anatomic 
observations without contradiction, and there- 
fore I have performed certain experiments in 
an effort to determine the cause. 

Yrperiment 1.—I extracted water-soluble, 
alcohol-insoluble substance from villi of the 
placenta, utilizing various methods such as 
those of Zinsser and Parker' and Heidelberger 
and Avery® for extracting polysaccharides 
from a bacterial body. 

When I administered this substance to vari- 
ous pregnant animals, I observed in the organs 
of these animals high pathologic changes 
strongly similar to those observed in the organs 
of patients with toxemia of pregnancy. When 
this water-soluble substance was injected into 
pregnant animals at the ratio of 1 mg. per 
Kg., the following results were noted : 

The uterus and the placenta showed a high 
degree of extravasation. The placenta was fi- 
nally separated from the wall of the uterus, 
and a pathologic change similar to abruptio 
placentae of the human being was engendered. 
The histologic data may be summarized as 
follows: In the uterine tissue there were 
edema, hemorrhage and fibrinoid swelling of 
the connective tissue. Where hemorrhage was 
of a high degree, muscle fibers were disso- 
ciated or severed by it; the muscle fibers be- 
came swollen, and small deposits of fat drop- 
lets were observed. There was a marked change 
in the blood vessels, especially the small ones. 
In addition to congestion or stasis of blood, 
fibrinous thrombi were observed, and in the 
blood vessel walls necrosis or fibrinoid swelling 
was noticed. 

In the placenta, hemorrhage was always ob- 
served in the decidual layers, and the blood 
vessels of this part showed changes similar to 
those in the uterine blood vessels aforemen- 
tioned. Similar changes were also observed in 
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the blood vessels of the placental parenchyma, 
and moreover, owing to these changes in the 
blood vessels and to hemorrhage, the nutrition 
of the tissue was hindered and a high degree 
of anemic, hemorrhagic or fibrinous necrosis 
was observed. On the surfaces of the villi a 
deposit of a large amount of fibrin or fibrinoid 
occurred, as a result of which many villi 
showed regressive changes. 

The aforementioned changes are apparently 
lesions developing from circulatory distur- 
bance. On the other hand, these observations 
coincide almost completely with histopatho- 
logic conditions that I have observed in the 
uteri and placentas of human patients with 
abruptio placentae (Fig. 1). 

Lesions in the liver were also noted. When 
the aforementioned substance was injected 
into the portal vein or the hepatic artery at the 
rate of 1 mg. per Ke., changes of high degree, 
almost completely coinciding with the hepatic 
lesions of patients with eclampsia, were pro- 
duced; i.e., the surface of the liver was 
changed to yellowish gray, in which dark red- 
dish brown was streaked in a linear or speckled 
pattern. The section was a little swollen, was 
changed in color as described, and lost its 
luster. Histologically, regressive degeneration 
of the hepatic parenchyma with turbidity, 
swelling, fatty degeneration and necrosis was 
observed, the most marked feature being necro- 
sis of the hepatic lobules. In the advanced con- 
dition this necrosis spread over the entire area 
of the liver; otherwise it was scattered over a 
small or localized area. The capillaries were 
dilated to a high degree; they showed conges- 
tion or stasis and often serous hepatitis. As to 
lesions in the blood vessels, hemorrhage was 
noticed in both intima and media. There was 
edema in the adventitia, and fibrinous thrombi 
were observed in the lumens of the small por- 
tal veins. In the hepatic veins, fibrinoid swell- 
ing and thrombi were observed. Fatty degen- 
eration was marked over the entire area of the 
liver. The aforementioned degenerative changes 
in the liver were apparently attributable to 
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circulatory disturbance, and at the same time 
they may be regarded as the histopathologic 
changes which Roessle and others have called 
“hyperergic reaction” (Figs. 2 and 3). 

As to lesions in the kidney, when the same 
amount of the water-soluble substance was in- 
jected into the renal artery of the pregnant 
animal the amount of urine was reduced, and 
protein and eylinders were excreted into the 
urine. The kidney was swollen; it was pale on 
section, and degenerative changes of the renal 
epithelium were the histologic observations. 
Anemia was observed in the glomeruli, and in 
the tubular epithelium there were albuminoid 
and fatty degeneration and occasionally necro- 
sis. These changes were more pronounced in 
Henle’s loops and weaker in the lower areas. 

These experimental changes coincide with 
those observed in the kidneys of patients with 
eclampsia. 

Lesions in the heart also occurred. In the 
subendocardial tissues marked swelling ap- 
peared, and the intersititium of the myocar- 
dium showed edematous swelling and an 
increase of fibroblasts. The muscle fibers undu- 
lated, and they stained weakly. Vacuolar de- 
generation was well marked in them, and some 
of them were torn into lumps, showing a proc- 
ess of myofibrillar dissolution. 

The aforementioned observations coincide 
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Fig. 1.—Left, tibrinous thrombus in blood vessels of myometrium. Right, fibrinoid swelling and hemorrhage in 
connective tissue of blood vessel in decidual layer of placenta. 
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clearly with the serous inflammation described 
by Roessle,* Eppinger* and others, and with 
the idiopathic myocardial insufficiency men- 
tioned by Gouley,® Masugi® and others. 

When the electrocardiograms of the afore- 
mentioned animals were examined after the 
injection, R, R. R; and 8, T; were found to 
become lower, reaching the bottom about ten 
days after the injection. Autopsy of the ani- 
mals at this time clearly showed cicatrix of 
the myocardium (Fig. 4). 

Lesions of the lung were observed only when 
a large amount of the water-soluble substance 
was given, under which circumstances edema 
and congestion appeared (Fig. 5, left). 

Lesions in the stomach were noted when 
the same amount of the water-soluble sub- 
stance was injected into the celiae artery. Hem- 
orrhagic erosion appeared in the gastric mu- 
cosa (Fig. 5, right). 

Changes in the skin of the human being 
were observed. When 0.1 ce. of 0.01 per cent 
solution of the water-soluble substance was 
injected intracutaneously in the inner side 
of the forearm of a pregnant woman, edema 
and erythema appeared on the spot in twenty- 
four hours; 23 per cent of normal women, 
however, showed a similar reaction. 

Lesions in the brain occurred as follows: 
When the same substance was injected into a 
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carotid artery and cerebral blood vessels were 
developed according to the Campbell-Wake 
method,’ it was clearly seen that spastic 
changes had occurred in the arterioles. 
Ischemic degeneration of the cerebral paren- 
chyma, recognized by Wake and others in the 
brains of patients with eclampsia, was not 
observed (Fig. 6). 

Changes in the blood vessels of the eye were 
noticeable. After injection of the water-solu- 
ble substance into a pregnant rabbit, the small 
arteries, small veins and capillaries of the con- 
junctiva ocularis were studied by means of a 
slit lamp and were observed to have con- 
tracted markedly. 

Although the water-soluble, alcohol-insolu- 
ble substance from the placenta acting upon 
pregnant animals caused pathologic lesions 
similar to those of human toxemia of preg- 
naney, such as eclampsia, the same amount or 
several times the amount of this substance 
scarcely affected male or nonpregnant female 
animals. 

The water-soluble substance, whether ob- 
tained from the human placenta or from that 
of a rabbit, caused the same reaction on the 
pregnant animals. 

A water-soluble substance from cancer or 
muscle tissues did not cause the same reaction. 

Experiment 2.—The blood and urine of pa- 
tients with toxemia had an effect upon 
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pregnant animals similar to that of the water- 
soluble substance from the villa, and an almost 
identical substance could be obtained from 
their urine. 

It may be surmised, therefore, that toxemia 
of pregnancy is a disease caused by the rapid 
appearance of a large amount of the water- 
soluble, alcohol-insoluble substance from the 
villi in the blood of pregnant women. 

The cause of this rapid appearance of a 
large amount of the water-soluble substance 
seems to be the red infarcts of the placenta, 
for, as Youne,* Bartholomew? and others have 
pointed out, these are present in the placentas 
of patients with toxemia. 

Experiment 3.—This active substance ob- 
tained from villi is the water-soluble, alcohol- 
insoluble substance which gathers in the so- 
called residue fraction on use of the method 
of Zinsser and Parker.’ At first I regarded it 
as polysaccharides. Subsequent chemical study, 
however, convinced me that the amount of 
polysaccharides contained in it was extremely 
small, the greater part being peptone, albu- 
mose and polypeptide. Furthermore, I learned 
that almost the same pathologic changes were 
produced by a water-soluble, alcohol-insoluble 
substance obtained by the regular method of 
securing polypeptide, and this contained al- 
most no polysaccharides. I confirmed the fact, 
however, that the action of this substance was 


Fig. 2.—Left, multiple necrosis in liver and fibrinoid swelling of hepatic vein. Right, anemic necrosis of liver. 
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not due to independent action of individual 
amino acids such as tryptophan, arginine or 
histidine, but that it was the action of the sub- 
stance as a whole—a substance composed of 
peptone, albumose, polypeptide and a very 
small amount of polysaccharides. 

In order to determine whether or not the 
water-soluble and alcohol-insoluble substance 
from the villi contains histamine-like sub- 
stance, I brought the former into contact with 
the uterus of a virgin guinea pig (Sehultz-Dale 
method) but the uterus did not shown any re- 
action (Fig. 7). On the other hand, the same 
uterus of course reacted directly to histamine 
and acetylcholine. I have therefore concluded 
that the preparation used in these does not 
contain histamine-like substance. 

The action of this substance upon pregnant 
animals is not to be regarded as a pure toxic 
action, as it scarcely affects nonpregnant ani- 
mals. Is it, then, a form of allergy? 


Experiment 4.—If the mechanism of this 


reaction is definitely allergic, it is necessary 
that the aforementioned water-soluble sub- 
stance from the villi be antigenic and that 
pregnant women be autosensitized by the villi 


of their own placentas. But as this water solu- 
ble substance, unlike a residual antigen ob- 
tained from a bacterial body, contains an ex- 
tremely small amount of polysaccharides, its 
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antigenic property is extremely weak or alto- 
gether lacking. At the same time, these re- 
searches have not reached a point at which 
positive proof is available that pregnant 
women are autosensitized by their own pla- 
centas. Consequently, I cannot at present re- 
gard the mechanism of this reaction as allergic 
in the strict sense as defined by Pirquet. 

On the other hand, I recognized a new fact ; 
namely, that when a mixture of rabbit placen- 
tal tissue and staphylotoxin was injected into 
rabbits, the serum of these rabbits showed a 
nonspecific precipitation reaction, non- 
specific complement fixation reaction against 
various tissues as well as against the placenta. 

It is therefore possible that, if a similar proc- 
ess occurs naturally in pregnant women, sen- 
sitivity to various substances becomes intensi- 
fied, and the water-soluble substance, whose 
toxicity is essentially weak, acts upon these 
women more strongly. Therefore, the mecha- 
nism of reaction of pregnant animals to the 
water-soluble substance from villi may be re- 
garded as a reaction in the general category 
of allergy, that is to say, a form of hypersen- 
sitivity. 

This may also be regarded as in the same 
class with the so-called pathergie reaction 
described by Roessle and others, since the his- 
topathologic changes caused by this substance 


Fig. 3.—Left, fibrinous thrombus in hepatic vein and stasis in capillaries. Right, hemorrhage in intima and 
media, edema in adventitia of small portal vein. 
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Fig. 4.—Left, serous inflammation of myocardium. Right, cicatrix of myocardium. 


Fig. 5.—Left, edema and congestion of lung. Right, hemorrhagic erosion in mucosa of stomach. 


in pregnant animals coincide with the so-called 
hyperergic changes. 

By what mechanism, then, do pregnant ani- 
mals react to this water-soluble substance? As 
is clearly seen from the cerebral vascular pic- 
ture and by observation of vital blood vessels 
of the eve, the pregnant animals react with 
spasm of the small blood vessels. 


SUMMARY AND CONCLUSIONS 


The following conclusions as to the cause 
and nature of toxemia of pregnancy are of- 
fered: 

1. Toxemia of pregnancy is a disease caused 
by a water-soluble, alcohol-insoluble substance 
from villi, which by its rapid increase in the 
blood of pregnant women produces spasm of 
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the small blood vessels and then lesions due to 
circulatory disturbance. That is to say, tox- 
emia of pregnancy is a convulsive vascular dis- 
ease. 

2. The mechanism of the reactive phenome- 
non caused by this substance in pregnant 
women cannot be regarded as allergy in the 
strict sense as defined by Pirquet, but it cor- 
responds to pathergy or hyperergy as defined 
by Roessle. 

3. Eastman" in 1937 wrote: “What causes 
arteriolar spasm? In the answer to this query, 
possibly, lies the long-sought primary cause 
of eclampsia, an enigma which remains un- 
solved.” By offering the water-soluble sub- 
stance, which acts through an allergic mecha- 
nism as a cause of arteriolar spasm, may not 
one presume to answer Eastman’s question ? 


RESUME 


Les conclusions suivantes sur les causes et 
la nature des toxémies de la grossesse sont 
offertes par l’auteur. 

1. La toxémie de la grossesse est une mala- 
die causée par une substance solube dans l’eau 
et non dans, alcool, derivée des_ villosités. 
Cette substance augmente rapidement dans le 
sang des femmes enceintes et produit un 
spasme dai au dérangement circulatoire. C’est-a 
dire, que la toxémie est une maladie vasculaire 
convulsive. 
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2. Le mécanisme du phénoméne réactif 
causé par cette substance chez la femme en- 
ceinte, ne peut pas étre envisagé comme aller- 
gie telle que définie par Pirquet mais corre- 
spond a la pathergie hyperergie définie par 
Roessle. 

3. Eastman en 1937 a écrit: “Qu’est-ce qui 
cause le spasme artériel?” A cette question, 
probablement repose la cause primaire de 
l’éclampsie, cause recherchée et non trouvée. 
“Est-ce que cette substance soluble dans l’eau 
qui agit, qui détermine par un mécanisme le 
spasme artériel, ne serait-elle pas une réponse 
a la question de Eastman? 


RIASSUNTO 


L’A. giunge alle seguenti conclusioni rigu- 
ardo la causa e la natura della tossiemia 
gravidica : 

1. La tossiemia gravidica e’ una malattia 
dovuta ad una sostanza idrosolubile, alcool 
insolubile, proveniente dai villi, che accomu- 
landosi rapidamente nel sangue delle gestanti 
provoca dapprima spasmi dei piccoli vasi e 
successivamente degli squilibri circolatori. La 
tossiemia gravidica e’ quindi, per cosi’ dire, 
una malattia vascolare convulsiva. 

2. I] meceanismo della reazione alle tossine 
placentari non corrisponde esattamente ad un 
fenomeno allergico, quale e’ stato definito da 
Pirquet: puo’ essere interpretato quale un 
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fenomeno iperergico nel senso ammesso da 
Roessle. 

3. Eastman, nel 1937, si e’ chiesto: “che cosa 
provoca lo spasmo arteriolare? La risposta a 
questo quesito implica, probabilmente la causa 
primitiva dell’eclampsia, un enigma che ri- 
mane insoluto.” La scoperta di una sostanza 
idro-solubile che scatena uno spasmo arterio- 
lare attraverso un meccanismo allergico 


sembra ora risolvere il quesito posto a suo 
tempo da Eastman. 


RESUMEN Y CONCLUSIONES 


See llega a las siguientes conclusiones en 
cuanto a la causa y earacteristicas de la 
toxemia del embarazo : 

1. La toxemia del embarazo esta causada 
por una sustancia hidrosoluble, insoluble en 
aleohol procedente de las villi que al aumentar 
rapidamente el la sangre de las mujeres gravi- 
das producen un espasmo de los pequenos 
vasos sanguineos y subsiguientemente, lesiones 
causadas por trastornos cireulatorios. La 
toxemia del embarazo es, por lo tanto, una 
afeccién convulsivante de origen vascular. 

2. El mecanismo del fenémeno reactivo 
causado por la citada sustancia en las mujeres 
eravidas no puede considerarse como una 
alergia en el sentido estricto de la palabra 
segtin la definié Pirquet, y corresponde en 
cambio a una patergia o hiperergia, segun le 
define Roessle. 

3. Eastman (10) afirmo en 1937: “; Cual 
es la causa del espasmo arteriolar? En la res- 
puesta a esta pregunta, yace posiblemente la 
causa primaria de la eclampsia, un enigma 
que continua sin resolver.” ; No se podria con- 
testar a la pregunta de Eastman mediante la 
idea de la substancia hidrosoluble que actta 
a traves de un mecanismo alérgico causando 
el espasmo arteriolar? 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Ueber die Ursache und das Wesen der 
Schwangerschaftstoxikose werden folgende 
Schluesse gezogen : 

1. Die Schwangerschaftstoxikose wird her- 
vorgerufen durch einen wasserloeslichen, alko- 
holunloeslichen, aus den  Chorionzotten 
stammenden Stoff, der durch sein rasches An- 
steigen im Blute der Schwangeren erst Kra- 
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Fig. 7.—Electrocardiogram referred to in text. P.S., 
water-soluble solution. 


empfe in den kleinen Blutgefaessen und dann 
durch die Kreislaufstoerung bedingte Veraen- 
derungen erzeugt. Mit anderen Worten: die 
Schwangerschaftstoxikose ist eine Gefaess- 
krampferkrankung. 

2. Der Mechanismus der  Reaktionser- 
scheinungen, die durch diesen Stoff bei der 
Schwangeren hervorgerufen werden, kann 
nicht als Allergie im strengen Sinne der Pir- 
quetschen Definition angesehen werden, son- 
dern entspricht den von Roessle als Pathergie 
oder Hypergie beschriebenen Phaenomenen. 

3. Eastman (10) schrieb in Jahre 1937: 
“Was verursacht einen Spasmus der Arterio- 
len? In der Antwort zu dieser Frage liegt 
moeglicherweise die lange gesuchte Aufklae- 
rung der Ursache der Eklampsie, eines bisher 
ungeloesten Raetsels.” Duerfte man nicht hof- 
fen, mit der Annahme des _ wasserloeslichen 
Stoffes, der auf dem Wege eines allergischen 
Mechanismus Arteriolenkraempfe hervorruft, 
die Antwort auf Eastmans Frage gefunden zu 
haben? 
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Management of Acute Cholecystitis 


ALBERT BEHREND, M.D., F.I.C.S. 
PHILADELPHIA 


pers have appeared on the subject of acute 

cholecystitis and its management. It has 
been the hope of surgeons that some uniform 
opinion could be formulated from these papers 
for the treatment of this condition, just as 
through the vears the treatment of acute ap- 
pendicitis has become well standardized. This 
hope, however, has not been realized. It is the 
purpose of this paper to discuss some reasons 
for this lack of uniformity and to offer some 
aids in management. No surgical condition 
requires a greater degree of individualism or 
better surgical judgment in management than 
does acute cholecystitis. 

Definition —Acute cholecystitis signifies 
many things to many persons. Before outlin- 
ing its management, it will be well to define it. 
Is the diagnosis based on clinical, surgical or 
pathologie observations? It has been well dem- 
onstrated by myself and by others that these 
data are frequently at variance in a single 
case. Cases in which a clinical diagnosis of 
acute cholecystitis has been made often fail to 
show evidence of acute cholecystitis, either in 
the operating room or in the laboratory. On 
the other hand, in cases in which the condition 
has been thought clinically subacute or chronic 
there may be acute changes in the gallbladder 
when the specimen is examined in the labora- 
tory. For these reasons it is well for the sur- 
geon who writes on the subject of acute chole- 
cystitis to define at the outset what he means 
by the term. 

From a practical point of view, the surgeon 
should base his diagnosis of acute cholecystitis 
on the clinical picture. A condition that is elin- 
ically chronic but on the operating table or in 
the pathologic laboratory proves to be sub- 
acute or acute is of interest from a statistical 
point of view, but for practical purposes it 
does not fall into the category of acute chole- 
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cystitis. To me, acute cholecystitis signifies a 
seriously ill patient with a history of sudden 
onset of pain in the right upper quadrant of 
the abdomen, accompanied by nausea and vom- 
iting. The pain may be sharply localized or re- 
ferred to the back or the right shoulder. These 
symptoms may have been present for six hours 
or sixty hours. Physical examination reveals a 
patient who is more or less dehydrated, with 
marked tenderness and muscle spasm in the 
right upper quadrant. By gentle palpation a 
distended gallbladder can usually be felt. The 
temperature is elevated. The white blood cell 
count may not rise to a degree commensurate 
with the symptoms or may even be normal, 
but the blood sedimentation rate is almost al- 
ways elevated. Blood serum lipase and amylase 
are not increased in the uncomplicated case. In 
the operating room and under the microscope, 
the findings of acute cholecystitis must be 
confirmed. 

Immediate, Early or Delayed Operation.— 
Confusion in the management of acute chole- 
cystitis has also been engendered by misuse of 
the terms immediate operation, early opera- 
tion and delayed operation. Immediate op- 
eration should be limited to operation within 
a few hours after the onset of an attack. 
Actually, it has been my experience that very 
few patients reach the hospital at this stage 
of the disease. I find that five and two-tenths 
days elapse from the onset of symptoms until 
the patient is admitted to the hospital. How- 
ever, some authors have used the term “im- 
mediate” to describe operations performed 
shortly after admission of the patient to the 
hospital. When the disease has been present 
for several days before admission, the patient 
should not be classified as having been sub- 
jected to “immediate” operation. 

The use of the term “early” also has wide 
variations. To one surgeon, early operation 
means operation within thirty-six hours after 
admission of the patient to the hospital. To 
another it means operation within five days 
of the onset of acute symptoms. To others, 
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operation performed at even a later date may 
signify “early” operation. 

“Delayed” treatment of acute cholecystitis 
usually signifies that the surgeon requires the 
temperature and physical findings to have re- 
turned to normal before operation is under- 
taken. 

In discussing my own views on the optimum 
time for operation in eases of acute chole- 
cystitis, it is well to stress once more that the 
highest degree of individualization is neces- 
sary. No hard and fast rule can be adhered to 
in the treatment of a disease that has such 
varied manifestations as acute cholecystitis. 
Diabetes, cardiovascular disease and jaundice 
frequently complicate the picture. In general 
it may be said, however, that I do not believe 
in immediate or delayed operation for acute 
cholecystitis. I believe that these patients 
should be operated upon early in the course of 
the disease. Operation may then be performed 
at the optimum time for the patient. With few 
exceptions, immediate operation is unneces- 
sary. The cholecystectomy performed as an 
emergency operation at 2 or 3 a.m. is not only 
unnecessary but may actually be harmful to 
the patient. Nor is it necessary to allow the 
symptoms to completely subside clinically be- 
fore operation is performed. As a matter of 
fact, clinical symptoms subside so much more 
rapidly than does the pathologie condition that 
the surgeon who insists on delaying until the 
symptoms are absolutely gone is only deluding 
himself. There is an optimum time for opera- 
tion upon patients with acute cholecystitis. 
This optimum time usually appears within 
twenty-four to seventy-two hours after admis- 
sion of the patient to the hospital. My reasons 
for feeling this opinion will be further dis- 
cussed in the section on preparation of the 
patient. 

Perforation of the Gallbladder.—There is no 
doubt that acute gangrenous cholecystitis may 
be complicated by perforation. Perforation 
usually oceurs before the patient has been ad- 
mitted to the hospital. Fortunately, the ana- 
tomie arrangement of the viscera in the right 
upper abdominal quadrant is such that per- 
foration is seldom accompanied by general 
peritonitis. I have never seen a case of gen- 
eralized peritonitis complicating acute chole- 
cystitis. Certainly, if perforation with gen- 
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eralized peritonitis is suspected, immediate 
operation is indicated. Evidence of localized 
perforation is not uncommonly encountered. 
This is revealed at the time of operation, when 
the gallbladder is dissected from adjacent 
omental fat, stomach, or duodenum, which 
form barriers preventing the spread of infee- 
tion. In my experience, there has been no case 
in which such a walled-off perforation prej- 
udiced the recovery of the patient. 

Preparation of the Patient—Adequate 
preparation of the patient is the keynote to 
successful management of acute cholecystitis. 
I consider it a much more important factor 
than the time of operation after the onset of 
the attack or after the admission of the patient 
to the hospital. Proper preparation, more than 
any other factor, cuts down the incidence of 
complications in patients with acute chole- 
eystitis. 

TABLE 1.—Preoperative Preparation 

1. Forbid oral intake 24-72 hours 
2. Administer 2,000-3,000 ce. fluid parenterally daily 
3. Administer nitroglycerin gr. 1/100 q. 4-6 hours 

until pain relieved 
4. Give morphine sulfate, atropine sulfate sparingly 
as required 
Apply ice locally to R.U.Q. 
6. Pass Levine tube on day of operation 
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Acute cholecystitis is a surgical disease. Its 
treatment in the home is usually unsatisfac- 
tory, and it is in cases so treated that compli- 
cations are encountered. Because it is a sur- 
gical disease, it should not be treated in 
medical wards; the patients should be under 
the constant supervision of the surgical staff. 
Bed rest is essential, and correction of dehy- 
dration and restoration of fluid balance are 
important. All types of fluids by mouth are 
absolutely contraindicated for one to three 
days. The fluid requirements of the patient are 
met by intravenous injections of saline, dex- 
trose and protein hydrolysate solutions, not to 
exceed 3,000 ce. per twenty-four hours. Oral 
feedings are begun as soon as the patient is 
able to tolerate them, i.e., when acute symp- 
toms have subsided. Pain is controlled by the 
use of nitroglycerin (gr. 1/100) placed under 
the tongue and repeated at four-hour intervals 
as required. In my experience this is even 
more effective than morphine sulphate ad- 
ministered hypodermically. 
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This therapy is based on the now well 
known physiologic fact that nitrites relax 
spasm of the smooth muscle of the papilla of 
Vater, while morphine acts as a constrictor. 
Atrophine sulphate, administered hypoder- 
mically in conjunction with nitrates, is fre- 
quently employed. When disease of the cardio- 
vascular system contraindicates the use of 
nitrites, morphine sulfate or one of its substi- 
tutes, in conjunction with atropine sulfate, is 
used. Ice bags applied locally over the area of 
acute inflammation seem to give the patient 
considerable relief. On the day of operation, 
a Levine tube is passed. This enables one to 
perform aspiration of the stomach preoper- 
atively and prevents dilatation in the post- 
operative period. The tube is usually with- 
drawn within forty-eight hours after the 
operation. 

Delay in operating on patients with acute 
cholecystitis enables the surgeon to evaluate 
by laboratory methods the status of the pa- 
tient. On admission, the following tests are 
requested. 


Complete blood count 
Sedimentation rate 

Blood sugar 

Blood urea 

Serum bilirubin 

Serum lipase and amylase 
Plasma prothrombin time 


The white blood cell count and the blood sedi- 
mentation rate determination are repeated 
daily. As has been noted, the blood sedimenta- 
tion rate is a sensitive index of the degree of 
activity in cases of acute cholecystitis. In this 
respect it is far superior to the leukocyte 
count. 

In exceptional cases the clinical symptoms 
will fail to subside under the treatment as out- 
lined. These are the cases in which the blood 
supply to the gallbladder is compromised or 
in which bacterial infection assumes a promi- 
nent part in the clinical picture. In such cases 
the temperature may continue to rise, the 
pulse rate increase, and clinical signs become 
more severe. The white blood count may fall, 
but the blood sedimentation rate usually rises. 
The surgeon has little choice but to operate 
promptly. It is in this type of case that in- 
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dividualization and surgical judgment of the 
highest order are indicated. The clinical pic- 
ture may change from hour to hour, and it 
is for this reason that my associates and 
I insist that the patient with acute chole- 
cystitis be observed in the surgical service 
rather than the medical, for, in the interval 
before surgical consultation is obtained and 
transfer of the patient is carried out, invalu- 
able time may be lost. 

Surgical Treatment.—One of the few gen- 
erally accepted facts with reference to the 
treatment of acute cholecystitis is that chole- 
cystectomy is the operation of choice. By 
handling the patients as outlined in this 
paper, I am able to do cholecystectomy in a 
larger percentage of cases than are those who 
insist on immediate operation. A recent edi- 
torial in Surgery, Gynecology and Obstetrics 
stated that acute fulminating cholecystitis re- 
quires cholecystostomy in approximately 15 to 
20 per cent of cases. The convalescence in such 
cases is prolonged, and frequently these pa- 
tients require a secondary cholecystectomy at 
a later date. In my experience, cholecystos- 
tomy is required in fewer than 10 per cent of 
cases. 


TABLE 2.—Operation 


Cholecystectomy (subacute and chronic 


disease ) 77 
Cholecystectomy and choledochostomy 
(subacute and chronic disease ) 18 
Cholecystectomy (acute disease ) 22 
Cholecystectomy and choledochostomy 
(acute disease ) 6 
Choleeystostomy (acute disease) 3 (1 death) 
126 


Since January 1946, 126 patients with dis- 
ease of the biliary tract of all types have been 
operated upon. Of this number, 31 were classi- 
fied as presenting acute cholecystitis, as 
judged by our definition. In 3 cases, localized 
perforation of the gallbladder was observed. 
In 3 of the 31 cases cholecystostomy was per- 
formed. There was 1 death in the entire 
series. The patient was an 82-year-old woman 
who was severely toxic on admission and 
gave evidence of localized perforation of the 
gallbladder. A cholecystostomy had been per- 
formed elsewhere twenty years previously. In 
view of her critical condition, operation was 
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performed on the day after her admission to 
the hospital. A cholecystostomy was done. The 
patient died four days after this procedure. 
TABLE 3.—Statistical Data (January 1946-July 1949) 
Total cases of disease of biliary tract 126 


Total cases of acute cholecystitis 31 (25%) 
Duration of symptoms before admission 
(acute ) 5.2 days 


Duration of symptoms before operation 


(acute ) 8.3 days 


SUMMARY AND CONCLUSIONS 


There is little uniformity in the current 
management of acute cholecystitis. Some of the 
reasons for this are discussed. It is suggested 
that surgeons define the term accurately. The 
same suggestion applies to the words immedi- 
ate, early and delayed operation. It is sug- 
gested that there is an optimum time for oper- 
ation on patients with acute cholecystitis. The 
methods of selecting this optimum time are 
reviewed, as well as the means used to prepare 
the patient. The results of surgical treatment 
in a series of 126 cases of disease of the biliary 
tract are reviewed. 


RESUME 


Malgré les recherches de beaucoup de chirur- 
giens, il y a peu d’uniformité dans le traite- 
ment conventionnel des cholecystites aigiies. 
L’auteur suggére que dans les articles écrits 
sur ce sujet, les auteurs définissent exactement 
ce qu ils entendent par la cholecystite aigiie : et 
surtout dans l’emploi des mots opérations im- 
médiate, précoce, et retardée. I] suggére qu’il 
vy a un moment optime pour opérer chez le 
malade souffrant de cholecystite aigiie. Les 
méthodes permettant le choix du moment op- 
time sont passés en revue ainsi que les soins 
préoperatoires donnés malade. L’auteur passe 
en revue les résultats obtenus dans une série 
de maladies de différentes nature des voies 
biliaires traiteés chirurgicalement. 


RIASSUNTO 


Nonostante i tentativi—da parte di nume- 
rosi chirurghi—di tracciare delle linee di- 
rettive nella cura delle colicistiti acute, manea 
ancora un indirizzo terapeutico uniforme. L’A. 
esamina le ragioni di questa manecanza, augu- 
randosi che quando i chirurghi scrivono sul 
soggetto delle colicistiti acute essi definiscano 
piu’ esattamente cio’ che essi intendono con 
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questo termine. Le stesse incertezze dovrebbero 
essere eliminate quando vengono usati i ter- 
mini di operazioni immediate, precoci o tar- 
dive. Secondo l’A. esisterebbe sempre un 
tempo ottimo per questo genere di operazioni. 
Egli passa in rassegna i metodi sui quali 
basare la scelta opportuna del tempo: elenca 
ed analizza le cure preoperatorie. Riporta 
in ultimo i risultati di 126 operazioni. 


RESUMEN Y CONCLUSIONES 


A pesar de los esfuerzos de muchos ciruja- 
nos, existe poca uniformidad en el tratamiento 
usual de la colecistitis aguda. Se estudian al- 
gunas de las causas de esta falta de uniformi- 
dad. Se aconseja que, cuando se escriba sobre 
el tema de la colecistitis aguda definan exacta- 
mente los cirujanos lo que dicho término 
significa. La misma sugestién se aplica al uso 
de las palabras “inmediata” “incipiente” y 
“retardada”. Se opina que existe un momento 
6ptimo para practicar la operacién en los 
pacientes de colecistitis aguda. Se revisa el 
método para seleccionar este momento 6ptimo 
asi como los medios usados para preparar el 
paciente para la operacién. Se revisan los 
resultados del tratamiento quirtirgico en una 
serie de enfermedades del tracto biliar. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Trotz der ernsten Bemuehungen  vieler 
Chirurgen besteht noch immer wenig Ueberein- 
stimmung in der allgemein ueblichen Behand- 
lung der akuten Gallenblasenentzuendung. 
Einige der Gruende fuer diesen Mangel an 
Einigkeit werden besprochen. Es wird der 
Vorschlag gemacht, dass die Chirurgen, die 
ueber akute Gallenblasenentzuendungen schrei- 
ben, genau erklaeren, was sie unter dieser 
Bezeichnung verstehen. Die Anregung gilt 
auch fuer den Gebrauch von Ausdruecken wie: 
unmittelbare, fruehzeitige und verzoegerte 
Operation. Es wird die Meinung vertreten, 
dass es einen optimalen Zeitpunkt fuer die 
Operation an Kranken mit akuter Gallenbla- 
senentzuendung gibt. Die Methoden, diesen 
Zeitpunkt zu bestimmen, werden geprueft und 
ebenso die zur Vorbereitung des Kranken fuer 
die Operation eingeschlagenen Wege. Ferner 
werden die Ergebnisse der chirurgischen Be- 
handlung in einer Serie von 126 Faellen un- 
tersucht. 
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Case Reports 


A Sirenomelian Monster 


SAMUEL M. DODEK, M.D., F.A.C.S., F.1.C.S.,* anp 
JOSEPH M. FRIEDMAN, M.D. 


EOFFROY-SAINT HILAIRE,’ in 
1832, was the first to classify the human 
abnormalities now known as_ sireno- 

melian monsters. This presentation is a case 
report of such a monster, which receives its 
descriptive name from the legendary mermaid 
and the sirens or enchantresses of Homer. 

Geoffroy-Saint Hilaire' classified these 
anomalies as symelians and divided them into 
three subgroups. The first of these subgroups 
consists of symeles: monstrosities whose two 
legs are almost perfectly united and terminate 
in a double foot with the sole on the anterior 
surface. The second subgroup consists of 
uromeles, which are characterized by two in- 
completely united legs ending in an incomplete 
single foot, with the sole on the anterior sur- 
face. The third subgroup consists of sireno- 
meles, which are characterized by incomplete 
union of the legs and the absence of a distinet 
foot. 

Forster, in 1861, renamed the subgroups 
sympus dipus, sympus monopus and sympus 
apus, respectively. Numerous other variations 
and combinations of the original classification 
have been offered, but none of them has been 
generally satisfactory or acceptable. 

Proshek? stated that sirenomelian monsters 
make up about 1 per cent of all fetal mon- 
strosities, 

Kampmeier® studied the literature ex- 
haustively and found a total of approximately 
190 eases on record. He also tabulated the as- 
sociated abnormalities found in the various 
examples of this disorder. Most of them were 
born of multiparous mothers at full term, and 
a few lived for short periods after birth. The 


*Assistant Clinical Professor, Department of Obstet- 

rics and Gynecology, George Washington University. 
From the Department of Obstetrics, Garfield Memorial 

Hospital, and the Department of Obstetrics and Gyn- 

ecology, School of Medicine, George Washington Uni- 

versity. 

Submitted for publication Dee. 21, 1949. 


WASHINGTON, D. C. 


sex usually was male in those instances in 
which it could be determined. Defects in the 
skull, face and neck were noted, and anomalies 
of the upper extremities were frequent. De- 
fects of the vertebral column, diaphragm and 
upper abdominal organs were common. The 
external genitalia were either defective or ab- 
sent, and the anus was missing in many cases. 
There were abnormal coiling of the intestines 
and abnormalities of the mesenteric relation in 
all eases, with the colon terminating blindly 
in many. The ureters were either defective or 
absent in all cases, and the bladder was fre- 
quently absent. There was a single umbilical 
artery in each of the cases reported. 

Numerous theories have been advanced for 
the causation of sirenomelian abnormality. 
Weigert’s theory (1886) assumed that fusion 
of the lower extremities is incidental to an in- 
sufficient blood supply to the caudalmost seg- 
ments of the embryo. Bolk’s theory (1899) im- 
plied an arrest of development of the caudal- 
most segments early in embryonic life, so that 
there resulted an absence of part or all of the 
tissues which normally develop between the 
lower extremities. 

Shryock* reported observation of small iliae 
arteries; this lends support to Weigert’s 
theory. The presence of three pairs of spinal 
nerves tends to refute Bolk’s theory. 

Newbill’ expressed the opinion that, what- 
ever the initiating factor, it exerts its influence 
at a very early phase of fetal life, approxi- 
mately in the 4.5 mm. stage of development. It 
is at this very early stage that the ureteric 
buds, as well as the limb buds, begin to appear, 
and the aorta and the umbilical arteries are 
still separate. It is this group of organs—the 
ureters, the aorta, the umbilical arteries and 
the limbs—that are always disturbed in sireni- 
form monsters. 

Newbill also had stated that the primary 
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disturbance involves the region associated with 
the base of the urogenital sinus. In his opinion 
the changes in the limbs are probably inci- 
dental to disturbances more proximally placed. 


REPORT OF CASE 

Mrs. I. A., white, aged 41, was under our ob- 
stetrical observation as a private patient from 
September 1947, during the pregnancy described 
here. 

History.—The family history was not contribu- 
tory. The patient had had the usual childhood dis- 
eases. She had been treated recently by her family 
physician for a duodenal ulcer. 

Obstetrical History.—Mrs. A. had been pregnant 
twice before. Her first child, a son, was born in 
another city in May 1937, weighed 6 pounds 8 
ounces (4 Kg.), and was delivered after eighteen 
hours of labor. He had a cataract of one eye. A 
second child, a normal boy weighing 6 pounds 7 
ounces (3.9 Kg.), was delivered by one of us 
(S.M.D.) in May 1948. 

Menstrual History —The patient had always had 
a twenty-eight-day menstrual cycle. Her last men- 
strual period had occurred on July 15, 1947, and 
the date of confinement was estimated as April 28, 
1948. 

Physical Examination.—tThe clinical picture was 
essentially normal. The patient was 5 feet 144 
inches (158.6 em.) in height and weighed 137 
pounds (62.1 Kg.). The pelvic measurements were 
ample, and the blood pressure was usually 120 
mm. of mercury systolic and 70 diastolic. The basal 
metabolic rate was plus 16. The Wassermann test 
gave negative results, and the Rh factor was posi- 
tive with blood of Group B. 

Course During Pregnancy.—The patient was 
given a restricted carbohydrate and sodium chlo- 
ride diet when she was seen for the first time in 
September 1947. This was done with the idea of 
controlling her weight, and at the end of her preg- 
naney she had gained a total of 2234 pounds 
(11.8 Kg.). The pregnancy was uneventful except 
for a fall on October 26. No demonstrable injury 
resulted either to the patient or to the fetus. Several 
days after the fall, examination revealed the uterus 
lying 6 em. below the umbilicus, and there were no 
systemie variations from the normal course. 

The final prenatal examination was performed in 
our office on April 22, 1948, the day the patient 
went into spontaneous labor. The fundus of the 
uterus was lying 8 em. below the ensiform process, 
with the vertex presenting. The fetal heart tones 
were normal in rate, and there was no evidence 
of polyhydramnios or of any other suggestion that 
the baby was not normal. 

Labor and Subsequent Course.—The patient was 
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admitted to our private service in the Garfield Me- 
morial Hospital on April 22. Labor had begun with 
mild contractions at 5:00 p.n. The membranes rup- 
tured spontaneously at 10:15 pan., and the cervix 
was fully dilated at 10:20 p.m. At 11:00 p.m. she 
was delivered by low forceps extraction of a still- 
born infant weighing 3 pounds 3 ounces (1.4 Kg.) 
and showing fusion of the lower extremity (Fig. 
1). During her labor the patient received 44% gr. 
(0.39 Gm.) of seconal with 100 mg. of demerol. 
Inhalation anesthesia with ethylene was used dur- 
ing the delivery. The total duration of labor was six 
hours, the placenta having been expressed in one 
minute. 

The postpartum course in the hospital was en- 
tirely uneventful, and the patient was discharged in 
seven days. 

An autopsy was performed upon the fetus, the 
examination being performed by Dr. Theodore 
Winship. A summary of the pertinent observations 
is presented herewith. 


Fig. 1.—Sirenomelian monster (sympus apus). 
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Eaternal Appearance.—The fetus was 18 inches 
(45.7 em.) in length and weighed 3 pounds 3 
ounces (1.7 Kg.). It was well nourished and well 
developed except for a maldeveloped pelvis. The 
trunk tapered symmetrically to a single lower ex- 
tremity, with the leg in 60 per cent ventral flexion 
on the thigh. The foot consisted of a small, poorly 
developed heel measuring 2 ¢m., attached to which 
was a single toe measuring 1.5 by 1 em. The nail 
was present. The toe was flexed 90 per cent on 
the plantar surface of the heel. The skin was smooth 
and white. On the anterior aspect of the junction 
of the leg and the trunk was a tag of soft pink 
skin measuring 1.5 by 0.5 em. The fontanels were 
patent. A moderate amount of black, straight, soft 
hair was present on the head. The eyes, ears and 
nose were clear. About 10 ce. of green, mucoid fluid 
was found in the mouth. The chest and abdomen 
were symmetrical and soft. There was no anus and 
no urethral meatus. The external genitalia were not 
present. 

Cervical Organs.—The trachea ended in a blind 
pouch 1 em. from the cords, and there were only 
two incomplete proximal cartilaginous rings. The 
left pyriform fossa was greatly dilated, measuring 
1 em. in diameter, and was continuous with the 
esophagus. The tongue and tonsils were normal. 

Thoracic Cavity and Mediastinum.—The thymus 
measured 4 by 2 by 1 em. and weighed 5 Gm. 

Heart.—The heart weighed 11 Gm. and contained 
postmortem clot. The foramen ovale was patent. 
The ductus arteriosis was widely patent and was 
about two-thirds the diameter of the aorta. 

Aortic and Renal Arteries and Vena Cava.—The 
vessels contained postmortem clot. The aorta ex- 
tended to the lower part of the pelvis and up 
through the umbilicus in the anterior abdominal 
wall, just under the peritoneum in the midline. 

Lungs.—The left lung weighed 12 Gm. and the 
right lung 17 Gm. They were nonerepitant and did 
not float. The lungs were made up of only two par- 
tially separated lobes. They cut with ease, and the 
cut section showed a solid red surface with patchy 
green discoloration and with greenish mucoid ma- 
terial in the bronchi. 

Liver.—The liver weighed 80 Gm. It was soft 
and the surface was dark purplish. 

Gallbladder and Bile Ducts.—The gallbladder 
contained about 2 ce. of dark green mucoid ma- 
terial. The wall was thin. The ducts were patent. 

Spleen.—The spleen was round. It weighed 6 
Gm. and measured 3 em, in diameter. The pulp was 
dark red and soft, and the malpighian corpuscles 
were indistinct. 

Pancreas.—The pancreas weighed 4 Gm. The 
ducts were patent. 

Adrenals.—These glands were not seen. 
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Kidneys.—The kidneys weighed 10 Gm. each. 
They were dark red with slight lobulations. The 
capsule stripped with ease, leaving a smooth pink- 
ish grey surface. On cut section, the cortex aver- 
aged 1 em. in thickness. Within this was a red 
band which represented the pyramids. No pyra- 
midal structure was seen. No calyces, pyramids or 
ureters were found. 

Pelvic Organs.—A white, firm solid mass measur- 
ing 1 by 1 by 1.5 em. was attached to the intestine 
6 em. from its fibrous termination. To this mass was 
attached a thin fibrous strand extending 2 em. to a 
second similar mass lying free in the abdominal 
cavity. This was red and pear-shaped. From the 
left apex of this mass extended a structure which 
appeared to be a fallopian tube. It measured 0.5 
em. in length, and a red, soft oval mass was at- 
tached near its free end. On the right side of the 
red pear-shaped mass was an irregular mass of soft, 
friable tissue measuring 2 by 3 by 0.5 em. On the 
cut section the pear-shaped mass appeared solid 
and greyish pink. 

Gastrointestinal Tract.—The single tubular strue- 
ture in the neck measured 8 em. in length and was 
a common trachea and esophagus. It was continu- 
ous proximally with the oral pharynx through the 
dilated left pyriform fossa and distally with the 
main stem bronchi. Three incomplete cartilaginous 
rings were present at the corina. The stomach was 
a tubular structure 6 cm. in length and 1.5 em. at 
its greatest diameter. It was continuous proximally 
by a 0.5 em. opening with the left main bronchus 
and distally with a 2 by a 0.5 em. solid band in 
the region of the ampulla of Vater. The mucous 
membrane was generally hyperemic. The intestinal 
tract continued from the distal end of the band to 
form a duodenum, jejunum, ileum and colon which 
could not be differentiated. There was no cecum and 
no appendix. The tube measured 1 em. in diameter, 
but at the R.H.Q. the diameter increased to 1.5 em. 
It coursed up to the hepatic flexure, across to the 
splenie flexure, down to the low midline and up to 
the anterior wall of the abdomen, behind the peri- 
toneum, where it terminated blindly in a fibrous 
cord 1 em. from the umbilicus to the left of the 
hypogastric artery. Eighteen em. from the termina- 
tion was a diverticulum measuring 1.5 by 0.5 em. 
The tube was filled with greyish white, thick, 
cheesy material. The mucous membrane was greyish 
pink and smooth. 

Cranial Cavity—The brain weighed 300 Gm. 
The meninges were translucent, smooth and glisten- 
ing. The venous sinuses were engorged. There were 
areas of hemorrhage scattered over the meninges. 
The blood vessels were dilated. Convolutions were 
prominent. Grey and white matter were well de- 
fined. The cranial nerves and the pituitary gland 
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Fig. 2.—4, lateral roentgen view. B, anteroposterior roentgen view. 


appeared normal. The ventricles were filled with 
blood clots. 

Bone.—The bony structure was normal above the 
pelvis. The lower three lumbar vertebrae were 
fused, and the transverse processes were flattened 
and fused to form a symmetrical triangle 4 em, in 
length, extending 3 em. from the vertebra at both 
ends. The head of the femur was convex laterally 
and concave anteriorly. There was a slight and op- 
posite convexity on the dorsum of the sacrum, with 
which the femur formed a hinge joint. The distal 
end of the femur consisted of four condyles. The 
two central condyles were partially fused. This 
formed a hinge joint with the single tibia. The 
tibia showed a midline groove and double, incom- 
pletely fused proximal and distal ends. Two sepa- 


rate patellae were on the dorsal surface of the 
joint. The tibia was flexed ventrally on the femur. 
The tarsal cartilages were fused, and there was one 
single metatarsal cartilage. 

Anatomic Diagnosis—The diagnosis of sireno- 
melus was made, with the following additional ab- 
normalities : 

Malformation of gastrointestinal tract, kid- 
ney, reproductive system, lungs and trachea 
Agenesis of ureter, bladder, anus, external 
genitalia and adrenals 

Atelectasis 

Absence of appendix and cecum 

Microscopic Examination. — Lungs: Sections 
showed complete atelectasis in most areas, with foci 
of dilated alveoli. 
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Liver and Spleen: These organs showed normal 
development with foci of hematopoesis. 

Adrenal Glands: The organs which at autopsy 
were thought to be kidneys were actually large, 
well differentiated adrenal glands. The other organs 
were not remarkable except that no urogenital or- 
gans were positively identified. However, there were 
several tissues suggestive of poorly formed kidney, 
uterus and ovary tissue. Microscopic examination 
confirmed the gross observations except for agene- 
sis of the adrenal glands and, in addition, agenesis 
of the entire urogenital system. 

Roentgen Data (Reported by Dr. A. O. Hamp- 
ton).—Films taken of the stillborn fetus (Fig. 2 
showed several congenital anomalies, the most ob- 
vious condition being the “mermaid” anomaly, or 
sympodia., All of the lumbar vertebra showed in- 
complete and abnormal development. Directly be- 
low the lumbar portion of the spine, in the mid- 
line, was a bony structure which had the appear- 
ance of a single wing of the ilium. There was a 
large single midline femur which was joined to the 
aforedescribed pelvic bone with a normally de- 
veloped joint. There were several areas of calcifica- 
tion in the region of the pelvis, but no other identi- 
tiable bony structures were present. There were two 
ossification centers adjacent to the lower end of the 
large femur. Below the femur was a fairly well de- 
veloped single leg with a small, imperfectly devel- 
oped single leg with a small, imperfectly developed 
foot. The remainder of the skeleton, including the 
bones of the skull, appeared essentially normal. 


SUMMARY 


Fetal monsters are frequently encountered 
in the practice of obstetrics, but the type of 
monster described in this report is exceedingly 
rare. 

This case of a sirenomelian monster is pre- 
sented so that another study may be con- 
tributed to those already recorded in the lit- 
erature. It is also presented because of the 
amazing number of malformations and anom- 
alies occurring in a single fetus. 


RESUME 


Dans la pratique de “l’obstétrique,” on 
rencontre des monstres fétaux mais le type 
de monstre décrit dans ce rapport est d’une 
rareté extréme. 

Ce cas de monstre sirénomelian est présenté 
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comme contribution a l’étude d’autres cas 
qu’on trouve dans la litérature. I] est aussi 
présenté vu le grand nombre de malformations 
et d’anomalies rencontreés dans un seul foetus. 


RESUMEN 


En la practica de la Obstetricia se observan 
con frecuencia los ménstruos fetales, pero el 
tipo de ménstruo descrito en esta comunica- 
cién es extremadamente raro. Este caso de un 
monstruo sirenomélico se presenta con el ob- 
jeto de contribuir con otro estudio a los ya 
existentes en la literatura médica, y, también, 
por el niimero extraordinario de malforma- 
ciones y anomalias presentes en un solo feto. 


RIASSUNTO 


La mostruosita’ nella quale si e’ imbattuto 
VA. @ estremamente rara. Questo contributo 
allo studio dei mostri sireniformi aggiorna 
quello finora comparso nella letteratura. E’ 
tanto piu’ interessante, in quanto dimostra 
un numero veramente sorprendente di mal- 
formazioni e di anomalie nello stesso feto. 


ZUSAMMENFASSUNG 


Waehrend Missgeburten in der praktischen 
Geburtsheilkunde haeufig beobachtet werden, 
handelt es sich in dem hier beschriebenen Fall 
um eine aussergewoehnlich seltene Form der 
Missgeburt. 

Der vorliegende Fall von Sirenomelie wird 
als Ergaenzung der in der Literatur berich- 
teten Kasuistik veroeffentlicht. Der Fall ist 
ferner interessant, weil er zeigt, welch er- 
staunliche Anzahl von Missbildungen und Ano- 
malien in einem einzelnen Foetus vorkommen 
koennen. 
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Torsion of an Epiploic Appendage Simulating Torsion 


of an Ovarian Cystoma 


AARON E. KANTER, M.D., F.I.C.S., anp 
WILLIAM P. HUTCHERSON, M.D. 
CHICAGO 


an uncommon entity. In 1942 Giffin and 

his associates! reviewed 49 cases in the lit- 
erature and reported 10 additional cases. Since 
then enough cases have been reported to bring 
this total to about 72. However, it is remark- 
able that little mention is made of the fact 
that this disease may simulate an acute gyne- 
cologic condition. In most eases it is reported 
as simulating appendicitis, diverticulitis and 
intestinal obstruction. Fiske? in his review of 
the literature found 3 cases in which twisted 
ovarian cystoma was diagnosed prior to opera- 
tion, and in 1 ease the preoperative diagnosis 
was degenerating myomas. We wish to report 
a case in which the condition simulated torsion 
of an ovarian cystoma. 


[sn tea of an epiploic appendage is not 


REPORT OF CASE 


Mrs. F. M., a 40-year-old white woman nine 
times pregnant and the mother of ten children (one 
set of twins), was admitted to the gynecologic serv- 
ice of the Cook County Hospital on Aug. 12, 1948, 
complaining of pain in the right lower abdominal 
quadrant of forty-eight hours’ duration. Until two 
years previously her menses had been normal, oc- 
curring every twenty-nine days and lasting three to 
four days. Since that time she had noticed a marked 
increase in the amount of flow, but the duration was 
not increased. Her most recent menstrual period 
had occurred August 1 to 4, with a very heavy 
flow and passage of clots. She was well until two 
days prior to admission, when the pain started 
rather suddenly and literally “doubled her up”; 
it was severe and constant and became progressively 
worse, unabated by any medication. There was no 
radiation of the pain; it remained localized to the 
right lower quadrant of the abdomen. She was 
nauseated soon after the onset, but vomited only 
once (after admission to the hospital). Earlier, 
she had had mild diarrhea, but this was subsiding 
on admission. The only symptom referable to the 
urinary tract was mild stress incontinence. The 
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history revealed that she had undergone appendec- 
tomy in 1935. Dilatation and curettage were done 
the same year. 

The temperature was 99.8 F., the pulse rate 92, 
and the respiratory rate 20. The blood pressure in 
millimeters of mercury was 140 systolic and 90 
diastolic. General physical examination gave nega- 
tive results except for obesity and acute distress. 
Examination of the abdomen revealed a markedly 
obese abdominal wall, with generalized tenderness 
and rebound phenomena referred to the right lower 
quadrant. There were exquisite tenderness and re- 
bound phenomena over this area. No masses were 
palpable. Pelvic examination revealed a multi- 
parous introitus with an old second degree perineal 
laceration and relaxation of the pelvic floor. There 
was a mild cystourethrocele. The cervix was firm, 
high in the vaginal vault but pointing posteriorly 
in the vaginal axis, and freely mobile. However, 
motion of the cervix accentuated the pain in the 
right lower abdominal quadrant. The corpus was 
slightly retroflexed, within normal limits of size 
and shape and freely mobile. The left adnexa was 
entirely normal; the right was markedly tender, but 
no mass could be felt. Speculum examination re- 
vealed an old transverse laceration of the cervix. 
The tentative diagnosis was torsion of a_ right 
ovarian cystoma. 

Urinalysis gave negative results. The leukocyte 
count was 7,700 per cubic millimeter of blood. The 
value for hemoglobin was 77 per cent. The sedi- 
mentation rate was 11 mm. A flat plate of the ab- 
domen revealed nothing pertinent. 

Exploratory laparotomy showed the sigmoid por- 
tion of the colon to be loose and lying on the right 
side of the pelvis. From this portion of the bowel 
there arose a mass measuring about 7 by 9 by 4 em., 
attached to the right fallopian tube. The mass con- 
sisted of a liver-colored necrotic appendage twisted 
several times on its pedicle, surrounded by two 
contiguous appendages secondarily inflamed and 
adherent to the necrotic appendage. The right fal- 
lopian tube was cyanotic and edematous; the fim- 
briated end was open, but no discharge was present. 
A culture taken from the inner surface of the tube 
showed no growth. The other pelvic viscera were 
entirely normal. Inspection of the transverse and 
descending portions of the colon revealed no other 
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pathologie change, but numerous other large ap- 
pendages. The pedicles of the involved appendages 
were clamped and ligated after removal of the 
growths. The abdomen was closed in the usual 
manner. The patient made an uneventful postop- 
erative recovery and was discharged on the seventh 
postoperative day, to be followed in the gyneco- 
logie clinie because of the increased menses. 

Pathologic Report.—Grossly the specimen con- 
sisted of three pieces of tissue, the largest 4.5 by 6 
by 0.5 em. The tissue was mostly tannish, though 
one large piece was dark reddish brown. Micro- 
seopically the section revealed fatty tissue with 
strands of connective tissue scattered throughout. 
There was diffuse infiltration of red blood cells into 
the fatty tissue. The pathologie diagnosis was hem- 
orrhagie infarction of appendices. 


Anatomic and Pathologic Features.—Ap- 
pendices epiploicae are defined as peduncu- 
lated overgrowths of subserous fat directly 
continuous with the fat in the lavers of the 
mesentery. They are formed by a reduplica- 
tion of the peritoneum, which contains a vari- 
able amount of fatty tissue, and appear as 
small pouches confined to the large intestine, 
none appearing on the rectum. The number of 
appendages present may vary widely, but 
there are usually about 100. They are arranged 
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in two rows, one in relation to the anterior 
muscular band and the other to the posterior. 
The blood supply to each consists of an artery 
supplied by the mesenteric arteries and a vein 
which empties into the mesenteric veins 
(Fiske’). 

According to Christopher,’ the lesions may 
be divided into the following groups: 

1. Mechanical interference with the blood 
supply by (a) direct pressure or torsion within 
the abdominal cavity or in a hernial sac; (b) 
formation of foreign bodies within the peri- 
toneal cavity or in the hernial sae as a result 
of interference with the blood supply; (c) 
torsion associated with and secondary to other 
inflammatory lesions of the abdominal cavity. 
2. Infection of the appendices epiploicae, inci- 
dental to or associated with interference with 
the blood supply or lesions of the correspond- 
ing segment of intestinal wall (diverticulitis). 
3. Adhesions of the appendices epiploicae caus- 
ing intestinal obstruction. 

Hunt? in 1919 cited 2 deaths resulting from 
torsion of an epiploic appendage: 1. A case 
previously reported by Riedel,® in which the 
patient died one day after the operation from 
intestinal obstruction caused by a_ twisted 


Operative specimen. 
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epiploica arising from the cecum and adherent 
to the middle portion of a coil of mesentery 
of the small bowel. 2. A case reported by Eg- 
ner,® in which death occurred on the seventh 
postoperative day owing to progressive para- 
lytie ileus due to secondary “coagulative proc- 
esses in the mesenteric vessels.” Seelye’ in 1933 
reported a death resulting from abscess forma- 
tion and generalized peritonitis secondary to 
the torsion of an epiploic appendage. 

Diagnosis and Treatment.—The usual symp- 
toms are acute pain, tenderness, vomiting and, 
in general, all the usual features of acute ab- 
dominal disease. The only case on record of a 
correct preoperative diagnosis was that of 
Dr. Wayne Babcock, reported by Fiske*® in 
1936. The treatment is surgical intervention 
and removal of the diseased appendices epip- 
loicae. 


SUMMARY 


Although rare, torsion of an epiploic ap- 
pendage is a definite pathologic condition re- 
quiring surgical treatment. In differential 
diagnosis of acute gynecologic conditions, es- 
pecially in obese women, this possibility should 
be kept in mind. 


RESUME 
Quoique trés rare, la torsion d’un appendice 
épiploique est une condition pathologique 
demandant un traitement chirurgical. Dans 
le diagnostic différentiel des conditions gyné- 


cologiques aiguées, surtout chez les femmes 
obéses, cette possibilité doit étre considérée. 


RIASSUNTO 


La torsione di un’appendice epiploica, per 
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quanto rara, rappresenta un’entita’ morbosa 
che richiede Jlintervento della chirurgia. 
Quest’evenienza va tenuta presente nella 
diagnosi differenziale delle affezioni gineco- 
logiche acute, specialmente nelle donne obese. 


RESUMEN 


La torsion de un apéndice epiploico, aunque 
raro, es un proceso patolégico establecido, que 
requiere el tratamiento quirtrgico. Debe 
tenerse en cuanta su posibilidad en el diag- 
néstico diferencial de los procesos ginecolégi- 
cos agudos, especialmente en las mujeres 
obesas. 


ZUSAMMENFASSUNG 

Die Drehung eines Appendix epiploicus ist 
eine zwar seltene, aber doch deutlich um- 
schriebene Erkrankung, die chirurgische Be- 
handlung erfordert. Bei der Differentialdia- 
gnose akuter gynaekologischer Erkrankungen, 
besonders bei fetten Frauen, sollte an diese 
Moeglichkeit gedacht werden. 
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Meigs’ Syndrome 
Report of a Case 


L. D. BONAR, M.D., A.I.C.S., ann O, A. BEATTY, M.D., F.C.C.P. 


pelvic tumor has been recognized as a 

clinical entity since Cullingsworth re- 
ported the phenomenon in 1879. In the major- 
ity of cases respiratory symptoms are an out- 
standing feature, and a pelvic tumor is usually 
demonstrable. Oceasionally the evidence of 
tumor appears at a later stage. The case here 
reported is of interest because Meigs’ syn- 
drome is relatively rare and in this instance 
the evidence of abdominal tumor was delayed 
for a relatively long period. No attempt has 
been made to summarize the literature, since 
there are several adequate recent reviews avail- 
able. 


Pass ox effusion in association with a 


REPORT OF CASE 


The patient, a white woman aged 44, was ad- 
mitted to Mansfield General Hospital Dee. 28, 
1947, complaining of an abdominal mass of one 
year’s duration and of pleural effusion. 

Her menstrual history had been essentially nor- 
mal until June 1924. At this time, while menstruat- 
ing, she was caught in a tornado and severely 
frightened. Her menses ceased and have not re- 
curred, 

The first pulmonary symptoms appeared in 
January 1934, with a severe attack of coughing 
and expectoration of bright red blood. Roentgeno- 
grams of the chest were reported as giving nega- 
tive results. In April, 400 ce. of fluid was aspirated 
from the right side of the chest. Although all labo- 
ratory investigations failed to indicate tuberculosis, 
the effusion was considered probably due to a 
Koch infection, and the patient was given bed 
rest for one month. It is of interest to note that 
there was no history of contact, the family was 
entirely free of tuberculosis and was characterized 
by longevity. 

Similar episodes of right pleural effusion  re- 
eurred in 1939, 1944 and March 1947. On two 
oceasions in the final hospitalization 900 ce. of 
clear fluid was aspirated, which was sterile on 
culture. The sputum was free of tubercle bacilli. 
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During the subsequent months there was a_per- 
sistent pleural effusion. All roentgenograms of the 
chest taken after 1934 were similar, showing the 
same localized density at the base of the right 
lung. 

The only other pertinent datum in the history 
was obtained in 1941. While the patient was under 
observation for increasing dyspareunia, a_ pelvic 
examination carried out by one of us (L.D.B.), 
the patient being anesthetized, revealed no evidence 
of pelvie or abdominal tumor. 

Physical Examination. Only the pertinent data 
are abstracted. A mass in the lower part of the 
abdomen, about the size, position and shape of a 
five months’ pregnancy, but of somewhat firmer 
consistency, was palpable. Vaginal and rectovaginal 
examination revealed a small uterus lying anterior 
and inferior to the tumor. The ovaries and tubes 
could not be palpated. Specular examination 
showed a narrow vagina and a small cervix. There 
were physical evidences of right pleural effusion. 
There was no evidence of ascites. The clinical 
diagnosis at this time was Meigs’ syndrome. 

Treatment—On Dee. 30, 1947, exploratory 
laparotomy was performed. A small amount of 
clear fluid was present in the peritoneal cavity. A 
large fibrous tumor, measuring 15 by 13 by 9 em. 
and weighing 1,600 Gm., replaced the right ovary 
and was removed. The pathologie diagnosis was 
fibroma durum. The left ovary, which was also 
fibrotic, was likewise removed. 

Course.—The postoperative course was unevent- 
ful. No fluid was aspirated during this hospitaliza- 
tion, but a thoracic roentgenogram taken on the 
seventh postoperative day showed that almost all 
of the fluid had been absorbed. A series of thoracic 
films and fluoroscopic examinations showed com- 
plete absorption of the fluid in the right side of 
the chest in six weeks. A small amount of pleural 
thickening persisted. A film of the chest taken 
Feb. 3, 1949, showed no recurrence of hydrothorax. 


COMMENT 


The apparent onset of this illness dates from 
June 1924, when the patient experienced se- 
vere emotional distress followed by permanent 
amenorrhea. The respiratory phase had its 
onset with hemoptysis in 1934 and was fol- 
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Fig. 1.—Left, film taken Dec. 6, 1944. 


Fig. 2.—Films taken April 15, 1947. 
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Fight, film taken April 1, 1947. 
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lowed by frequent attacks of respiratory dis- 
tress and persistent clinica! and roentgen 
evidence of fluid in the right side of the chest. 

The attacks of hydrothorax occurred in 
1934, 1939 and 1944, with an increased amount 
of fluid in 1947, Tuberculosis was suspected 
but not confirmed by laboratory procedures. 
Roentgen films showed density in the base of 
the right lung, but no definite abnormalities 
in the pulmonary fields. Pelvic examination 
with the patient under anesthesia in 1941 
revealed no evidence of tumor. In 1947, how- 
ever, a pelvic tumor was found and removed. 
After this procedure the pleural effusion dis- 
appeared, with no recurrence at least one year 
later. 

It is possible that a very small tumor that 
escaped detection may have caused the hydro- 
thorax prior to 1947, although Curtis states 
that no tumor smaller than 6 em. in diameter 
has been known to be associated with this 
phenomenon. 

Meigs considered the following possible 
causes of hydrothorax: Irritation of the peri- 
toneum due to the hard tumor mass; direct ex- 
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tension from the peritoneum to the pleura ; in- 
flammation; portal obstruction and_ possible 
lack of drainage of the right side of the chest 
by the azygos vein. Later he added the possibil- 
ity of protein deficiency ; anatomic connection 
between the abdomen and the chest ; torsion of 
the tumor and twisting of the vessels, and 
Selye’s alarm reaction. These factors are 
either anatomic, physical or chemical. On the 
basis of this case, we should like to suggest 
the possibility of an endocrinologic cause. 


SUMMARY 


A ease of Meigs’ syndrome in a white woman 
aged 44 is reported, in which this relatively 
rare condition gave no evidence of the pres- 
ence of tumor for an unusually prolonged 
period. A tumor weighing 1,600 Gm. (fibroma 
durum) was successfully removed. 


RESUME 


Un eas de syndrome de Meigs chez une 
femme blanche agée de 44 ans est publié. Cette 
condition est relativement trés rare et ne 
donna aucune évidence de sa présence pour un 


Fig. 3.—Left, film taken Dee. 20, 1947. Right, film taken Aug. 18, 1948. 
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trés long temps. Une tumeur pesant 1,600 Gr. 
(fibrome durum) fut enlevée avec succes. 


RIASSUNTO 


Deserive un caso di sindrome di Meigs in 
una donna di 44 anni, in cui quest’affezione 
(relativamente rara) non aveva dato per un 
lungo periodo di tempo—luogo alla manifesta- 
zione di un tumore. Un fibroma duro, di 1600 
gr., venne felicemente asportato. 

RESUMEN 

Se comunica un caso de sindrome de Meigs 
en una mujer de la raza blanea de 44 afios de 
edad, en la cual este proceso, relativamente 
raro, no habia dado signos durante un periodo 
de tiempo mas prolongado de lo usual, de la 
presencia de un tumor (fibroma durum). Se 
extirp6 el mismo, que pesaba 1.600 gm. 


ZUSAMMENFASSUNG 


Ein Fall von Meigs’ Syndrom bei einer 44- 
jaehrigen, weissen Frau wird berichtet, in 
welehem ie verhaeltnismaessig seltene Erk- 
rankung waehrend einer ungewoehnlich lan- 
gen Zeitperiode keine Anzeichen einer Ge- 


schwulst zeigt. Ein 1600 Gramm _ schwerer 
Tumor (Fibroma durum) wurde erfolgreich 
entfernt. 
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Editorial 


In a recent issue of Surgery there appeared 
an editorial by Dr. Owen H. Wangensteen 
advocating entire frankness on the part of 
the examining surgeon in dealing with the 
patient after a diagnosis of cancer has been 
made. 

Almost coincidentally with the appearance 
of this editorial, a well-known writer in Cali- 
fornia shot and killed first his wife and then 
himself for no other reason than that his wife 
had been told she had cancer. This is a some- 
what ironic juxtaposition of events; it will 
lead many a surgeon to reconsider this much- 
discussed question. 

It has long been my own conviction that 
advoeating “the truth, the whole truth, and 
nothing but the truth” under any and all 
circumstances can be dangerous. We are deal- 
ing with human beings, and the human element 
must be taken into consideration. Statistics 
demonstrating the fact that most patients 
“want to be told” become meaningless in 
the face of the equally valid fact that most 
of them, if they are told, will go to pieces. 
However ardently they think they desire the 
truth, they will not thank the surgeon for 
giving it to them. Their reactions range all 
the way from alarm to frenzied terror, from 
melancholia to suicide; for a sick person, man 
or woman, is essentially a child, and the truth 
is strong meat for children. 

Dr. Wangensteen expresses the opinion that 
withholding the truth will make the patient 
distrust his physician. But the patient’s trust 
in his physician is based on his faith in the 
physician’s ability to cure him, and, in spite 
of all the educational publicity given to cancer 
within the past two decades, the idea persists 
in the average patient’s mind that cancer is 
incurable. The very word, to him, is synony- 
mous with doom. If the surgeon says, “I am 
sorry, my friend, you have cancer,” he takes 
it as tantamount to a confession of defeat. 
His doctor, it seems, cannot help him; now he 
is done for. 


The Limitations of Candor 


The surgeon may talk himself blue in the 
face to reassure him, may point out again 
and again the miraculous results of skillful 
operative treatment, may cite encouraging 
statistics from now until doomsday ; nothing 
will avail. So far as the patient is concerned, 
doomsday is here. To the problem of extirpat- 
ing the cancer and preventing its recurrence 
is added the problem of dealing with a neu- 
rotic patient, a patient who surrenders before 
the fight begins. Modern knowledge of psycho- 
somatic medicine should make it apparent 
that this is no help in the struggle. 

If, on the other hand, the surgeon says, 
“Naturally you don’t feel well. There is a 
tumor here that should be removed. A tumor 
is like any other foreign body; it causes trou- 
ble because it has no business to be there. 
Let’s have it out at once and be done with it, 
shall we?” he has at least not destroyed the 
patient’s hope. Whatever the patient may 
suspect, he does not know. He assumes— 
sometimes erroneously—that the doctor does, 
and his confidence in this superior knowledge 
puts him in a frame of mind to cooperate. 

If the subject of cancer cannot be avoided, 
encouraging statistics and reports of cures 
have a far better chance of effecting their 
purpose now, when sentence has not been 
pronounced and the question is still theoreti- 
eal. 

The treatment of malignant disease has 
made tremendous strides forward, as Dr. 
Wangensteen points out. Anybody will admit 
this—anybody, that is, who does not know 
he has cancer. The relief of pain, the mitigat- 
ing influence of drugs once unknown to 
science—these have been made the subject of 
so many articles and stories in the public 
press that they are matters of common knowl- 
edge to everyone—except the person who, 
having been told he has cancer, forgets all he 
ever read or learned or knew except that one 
dire fact. 

Does it still need pointing out, in this age 
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of the world, that theoretical knowledge and 
personal experience are two widely different 
entities ? 

Every surgeon of experience has treated 
a great many patients afflicted with carcinoma. 
Some patients never become aware of it ; some 
suspect it; others find it out. I have never yet 
lost the friendship of a patient who made the 
discovery. Many a patient may have asked 
himself, as Dr. Wangensteen suggests, “Why 
does my doctor deceive me?” but all the evi- 
dence goes to show that he found the answer 
somewhere and was content. 

The assumption that “bitterness, resentment 
and self-pity are the natural outlets for relief 
in such a patient” is not only untenable, it is 
belittling to all concepts of human dignity. 
The surgeon whose practice includes patients 
from all walks of life has long since learned 
that human nature, with all its flaws and 
failings, is capable of generosity and under- 
standing. 

If a patient learns that his doctor has dis- 
simulated in this respect, he knows that his 
doctor conceived it to be for his good. He 
may disagree, but he will still respect the 
intention. Dr. Wangensteen admits this by 
implication: “He” (the patient) “too often 
becomes a party to the conspiracy, being care- 
ful not to let relatives or his physician learn 
that he knows the answer.” 

Why “too often”? The more of such con- 
spiracies the better. A patient with cancer 
could have few more beneficial occupations 
than the effort to spare others pain. 


EDITORIAL 


The late Margaret Deland, creator of the 
beloved clergyman Dr. Lavendar, wrote an 
unforgettable story on this subject. The ean- 
cer patient, a strong and active woman de- 
prived of all her natural outlets and activities, 
was becoming embittered and violent of tem- 
per; her friends, forgiving much, were worn 
down to exhaustion; no amount of sympathy 
and commiseration seemed to help. The woman 
was like an eagle chained to a post. 

Dr. Lavendar thought it over and went 
to see her. He heard her patiently, not inter- 
rupting, through a long tirade. 

“T can’t stand this,” she cried again and 
again. “I’ve always been busy ! There’s nothing 
I ean do!” 

The old clergyman shook his head. “You are 
wrong, my child. There is something you can 
do, and you must do it.” 

The quiet tones of his voice impressed the 
woman. “I’d like to know what it is,” she said 
with a sneer. 

“Then I will tell you, Harriet. You can 
make it easier for those who stand by.” 

A high challenge indeed to such a sufferer, 
and one at which many would quail. But the 
very vigor and intensity of the woman’s na- 
ture rose to it, and she died as she had lived, 
with a will and a purpose. If Dr. Wangensteen 
is right in saying that patients with cancer 
“often” take care to keep their knowledge to 
themselves for the sake of others, it is as good 
a piece of news as has come this way for a 
long time. M. T. 


Waksman Foundation Established in France 


The Waksman Foundation for microbiologic investigation has been established in 
France by a grant from the Trustees of Rutgers University Research and Endowment 
Foundation, the holders of patent license on streptomycin and other antibiotics which 
were developed by Dr. Selman A. Waksman. The initial contribution of 3,000,000 
francs has been donated by the Rhone-Poulenc chemical concern, who manufacture 
streptomycin in France. They will pay the royalties due the Rutgers Foundation to 


the new French Foundation. 
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New Horizons 
By the Editor 


The recent passing of a valued friend, Mr. 
George W. Wallerich, president of V. Mueller 
and Company of Chicago, makers of surgical 
instruments, evokes not only profound regret 
but a long train of reminiscence and reflection 
mingled with gratitude. Since the earliest 
dawn of scientific thought, the efforts of sei- 
ence have been seconded and furthered by 
men who devoted themselves to providing the 
tools; since the very beginning of surgery as 
a scientific art, the instrument maker has been 
the surgeon’s fidus Achates. 

Surgery is a dramatic field of work. It is so 
recognized by all the world and so represented 
in almost every artistic commentary, literary 
or pictorial. The surgeon, on whose judgment 
and skill life itself hangs wavering, acquires 
in the popular imagination a quality ap- 
proaching that of Deity. No such glamour 
attends the making of instruments; yet with- 
out instruments where would the surgeon be? 

It is a mistake to assume that all instru- 
ments now in use have been developed by sur- 
geons. Many of them have been so developed, 
for it is only natural that the surgeon, dis- 
covering an important lack in the instrument 
at hand, should set about to devise a better 
one. Nor is it any matter of surprise if a sur- 
geon, his imagination spurred by his patient’s 
need and his mechanical knowledge backed by 
a wealth of anatomic, physiologic and thera- 
peutic information, invents an instrument 
completely new. He deserves congratulation 
and recognition, certainly ; his discovery may 
well be a lasting boon to mankind. But who 
thinks of the man at his side, the instrument 
maker, the man to whose special skill he must 
turn for assistance? 


“There can be no doubt that, rightly or 
wrongly, all medical men who are in love with 
their work are becoming alarmed about the 
future of their profession. Doctors that come 
of generations of doctors are now encouraging 


Men Not in White: An Acknowledgement 


A Time for Vigil 


Very often this man is far more than a 
craftsman. Very often his devotion to the 
ideal of surgical progress matches the sur- 
geon’s. Very often he can improve the origi- 
nal idea and does so freely, generously, with 
the enthusiasm of a colleague, asking no credit 
beyond his commercial insignia, although his 
contribution may have had positive scientific 
significance. Professionally the surgeon gets 
all the kudos; the instrument maker, with the 
spirit of the genuine amateur and devotee of 
the art of surgery, is content with the joint 
achievement for its own sake. This is a form of 
humility too seldom appreciated. It is only 
natural, perhaps, for the originator of the idea 
to accept acclamation complacently as his due, 
but it is surely obvious by this time that many 
“natural” attitudes can be improved. 

Poets and philosophers have recognized this 
truth from time immemorial: “The law of 
life: Man is not man as yet,” said Browning. 
Nietzsche referred to a man as a thing to be 
surpassed. The poet Rilke, in a charming tale 
called “The Fingers of God,” tells how man, 
in his impatience to begin his career on earth, 
slipped from his Maker’s fingers before he was 
finished. Si non é vero, é ben trovato; few 
more plausible explanations of man’s erratic 
behavior have ever been offered. 

It is a great satisfaction, therefore, to pay 
this tribute not only to Mr. Wallerich, whose 
devotion to surgery was second to none, but to 
all instrument makers of integrity since sur- 
gery began and all who will support our efforts 
in the future; to give credit where credit is so 
impressively due, and to make respectful ac- 
knowledgement of a debt of long standing. 


their sons to break with the family tradition, 
and those few of us who have the prospect of 
retiring look forward eagerly to doing so. 
Medical men have too high a regard for their 
calling to want to serve as utility doctors, 
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NEW HORIZONS 


‘examining’ the patients that file past them 
at the rate of twenty to the hour. They have 
been reassured that their difficulties are only 
temporary difficulties and this may well be 
true. But usually doctors find no comfort in 
these reassuring words, for they know in their 
hearts that the old conditions of practice have 
gone forever.”* 

Whence come these sorrowful words to us, 
and why? Is not medical and surgical science 
on a high peak of achievement, with new 
vistas of knowledge opening on every hand? 
Are not modern hospitals miracles of effi- 
ciency, modern research laboratories fabu- 
lously equipped and expertly staffed? Have 
not hundreds of diseases been brought under 
control? Is this a time to ery down medicine 
as a profession, to warn young men that they 
will be wasted as healers? 

It may be, my friends. It may be, if we are 
not careful. It is no dream to the author of 
those words, but a nightmare fact; for the 
author is British, a man of thought and a 
doctor, and in his country the profession is 
already in the hands of bureaucrats. 

Who can read the paragraph just quoted 
and not wince? Who can contemplate calmly 


*A Doctor Digresses. By Kenneth Walker. London: 
Jonathan Cape, 1950. To be reviewed in September. 


the anguish that lies behind it? One cannot 
think without indignation of a colleague in 
such a plight. Probably it can be said without 
exaggeration that never in any age before 
this could words like these have been spoken 
by a true doctor. Our profession has always 
called forth—nay more, commanded—the best 
that is in us; in turn it has rewarded us with 
deeper and more lasting satisfactions than 
come most men’s way. It is our pride that our 
sons tend to follow our footsteps in numbers 
that no other profession can match, and our 
paramount hope that they may succeed where 
we failed. 

If the time has really come when the medi- 
cal profession is threatened with extinction of 
most of the elements that make it what it is, 
we cannot afford to temporize or delay. So far 
as the general public is concerned, we have 
faith to believe that the majority is still with 
us. Recent events in world history, neverthe- 
less, have demonstrated all too plainly the 
grim fact that the public mind is easily 
changed. Neither time nor effort should be 
spared in defense of the patient’s right to a 
doctor who is also his friend and personal 
protector. If the patient, as represented by the 
lay public, is allowed to blind himself to the 
facts, it will be too late to protect him. 


1516 Lake Shore Drive 


Copies of the Revised Constitution and Bylaws 
Are Now Ready for Distribution 


All who are interested in membership qualifications should write to the 


Secretary, International College of Surgeons 


Chicago, II]. 
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Chapter News 


Dr. Arnold 8. Jackson, Secretary of the United States Chapter, International College of Surgeons, 


will appreciate hearing from all members of the Chapter who have items of interest, either personal 
or professional, suitable for publication in these columns. News of state meetings, programs and the 


election of officers will be given prompt attention. 


All material intended for Chapter News should be addressed personally to Dr. Jackson at the Inter- 
national College of Surgeons, 1516 Lake Shore Drive, Chicago 10, Illinois, and should reach him not 
later than the first day of the month of issue of the Journal. 


Seventh International Assembly: More than two 
hundred members of the College are participating 
in the Seventh International Assembly in Buenos 
Aires. The Government of Argentina, by presi- 
dential deeree, has set aside a fund of 500,000 
pesos to facilitate the conduct of this meeting, 
which promises to reach a new peak of brilliance 
and to contribute much to the progress of surgery 
throughout the world. The full text of President 
Peron’s decree is here given: 


DECREE NO. 11.199—Buenos Aires 3-6-50 


WHEREAS the Seventh International Surgical 
Congress convenes in Buenos Aires in August; and 

CONSIDERING that it is the duty of the State to 
contribute to the best knowledge of the sciences, 
and to sponsor the holding of congresses such as 
the Seventh International Surgical Congress which 
will bring to the Capital of our Republic the most 
prominent American and European surgeons; and, 
further, with the aim of assuring the greatest 
possible success of said Congress and for the 
purpose of obtaining the most beneficial results of 
same, it is desirable that the State facilitate the 
gathering together of the greatest number of dele- 
gates and, thus, taking into consideration the matter 
of expenditures for lodging, travel and other ex- 
penses incident to the announcements of public 
functions and other matters pertaining to the 
meetings, and knowing that the Executive Power 
is authorized to grant a subsidy, making use of 
monies allotted for this purpose in the 1950 budget 
of the Special Account of the “Ministry of Public 
Health. Profits from the Operation of Casinos and 
Games of Chance.” Decree No. 7.867 /46, Article 8, 
Clause (a), approved by Law No. 13.558. 

THE PRESIDENT OF THE NATION OF ARGENTINA 
DECREES : 

ARTICLE 1. The sum of 500,000 Pesos, National 
Currency, is set aside as a contribution for the 
expenditures incident to the Seventh International 
Surgical Congress, to be held in the City of 
Buenos Aires in August of this year, to be drawn 
against the account of the Ministry of Public 
Health, Part I, Central Administration, B—Ex- 
penditures to be financed by independent resources 
from the general fund, with recourse to the special 
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accounts; Clause 2—Other expenditures, Item 9. 
“Profits from the Exploitation of Casinos and 
Games of Chance.” Decree No. 7.867 /46, Clause 
(a), B. Investments and Reserves, Section 1, Clause 
lo, of the budget for the current year, approved 
by Law No, 13.558. 

ARTICLE Ul. The National Treasurer, prior to the 
audit by the National Auditor General, will turn 
over to the Board of Administration of the Minis- 
try of Public Health, the sum of 500,000 Pesos, 
which has been mentioned above, in Article I, 
drawing this sum under Section 7, Ministry of 
Public Health, Part I, Central Administration B— 
Expenditures for independent financing with re- 
course to general income (with recourse to special 
accounts), Clause 2—Other Expenditures, Item 9, 
(b)—Income and Reserves, Main Clause 1, Para- 
graph lo, of the 1950 budget, approved by Law 
No. 13.558, 

ARTICLE 1. This decree to be communicated, 
published and given to the General Board of Na- 
tional Registry and is to be handed to the Na- 
tional Auditor General. 


PERON 


Ramon Carrillo Ramon A. Cereijo 


Cleveland Assembly: Every member of the Col- 
lege should now have received a copy of the pre- 
liminary program for the Fifteenth Annual As- 
sembly of the United States Chapter, to be held 
in Cleveland, Ohio, Oct. 31 to Nov. 3, 1950. More 
than 65,000 copies have been mailed to general 
surgeons of the United States and Canada, to sur- 
gical specialists and to physicians residing in 
Ohio and neighboring states. An attendance of 
about 3,000 is expected. The program includes 86 
speakers, many of whom are prominent surgeons 
of Canada and our own country; in addition, 
there will be a number of distinguished guests 
from abroad. 

The program, which represents several months of 
work and preparation, has been planned to include 
a refresher course in thyroid and gastric¢ disease, 
in addition to many other items both instructive 
and stimulating. Dr. Frank Lahey will speak on 
“Some Recent Advances in Surgery” at the Annual 
Banquet on Thursday. The Convocation Speaker 
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will be Dr. Elmer Henderson, President of the 
American Medical Association. : 

Detailed plans are being made for entertainment 
of the ladies. 

There have been many requests for a display of 
scientific exhibits at the Cleveland Assembly, but 
regrettably it was impossible this year. However, 
if facilities at the Palmer House permit in 1951, 
scientific exhibits will become a part of our 
program. 

Those who have not already made reservations 
for tickets to the banquet may do so by writing to 
Dr. Chester W. Trowbridge, Banquet Chairman, 
1516 Lake Shore Drive, Chicago 10. For hotel 
reservations write to Committee on Hotels, Inter- 
national College of Surgeons, 511 Terminal Tower, 
Cleveland 13, Ohio. 


Honors: From Prof. Dr. Manuel A. Manzanilla, 
of Mexico City, Vice-President, International Col- 
lege of Surgeons, come the following items: 

Our distinguished colleague, Dr. Antonio Sordo 
Noriega, F.I.C.S., recently was elected a member 
of the National Academy of Medicine of Mexico. 

The Peruvian Academy of Surgery has recently 
elected a new Executive Council, composed entirely 
of members of the International College of Sur- 
geons, under the Presidency of Dr. Oscar Guzman 


del Villar, F.I.C.S. 


CHAPTER NEWS 


The Haitian Chapter was reorganized at a 
special meeting held in Port-au-Prince on June 
12, 1950, under the leadership of Prof. Dr. Martial 
Bourand, past-president of the Chapter. The fol- 
lowing officers were elected for a period of two 
years: 


Honorary President: Prof. Dr. Martial Bourand 
Clinique Notre Dame 

Dr. Antony Léveque, Pro- 
fessor of Surgery, Faculty 
of Medicine, Chief of the 
Department of Urology, 
Hopital Général, Port-au- 
Prince 

Vice-Presidents : Dr. C. Hollant, Port-au- 
Prince 

Dr. V. Bellevue, Port-au- 
Prince 

Dr. Constant Pierre-Louis 
Chief, Department of Urol- 
ogy, Hopital Universitaire, 
Port-au-Prince 

Dr. M. Liautaud, Port-au- 
Prince 


President: 


Secretary : 


Treasurer : 


The Honduras Chapter held a special meeting in 
Tegucigalpa on June 21 in honor of Dr. Juan A. 
Mejia, F.I.C.S., who has recently been appointed 
Honduras Ambassador to Nicaragua. 


The Veterans Administration has invited physicians throughout the country to 
utilize a Prosthetic and Sensory Aids Information Center which was opened at 252 


Seventh Avenue, New York City. on June 22. 


Scientists, physicians, prosthetic appliance inventors and manufacturers attended 
a ceremony at which Carl R. Gray Jr.. Administrator of Veterans Affairs, opened 
the center. They were informed that the exhibit which comprises the central physical 
property of the center is “the most complete collection of appliances and sensory aids 


now in existence anywhere in the world.” 


The agency offers service to physicians who visit New York individually or in 
convention and those who write the center for information. It will distribute up-to- 
date information through films and other materials available to hospitals and recog- 


nized medical groups. 


The exhibit is designed to give visitors background on the development of pros- 
theses as well as to acquaint them with the advantages and disadvantages of the latest 


appliances. 


243 
| 

: 


New 


Books 


World Surgery, 1950. Edited by Stephen A. 
Zieman. Philadelphia, London and Montreal: J. 
B. Lippineott Company, 1950. Pp. 177, with 53 
illustrations. 

Dr. Zieman’s book is something new in the sur- 
gical literature. Bearing the subtitle “Technics, Im- 
provisations and Procedures Gathered from the 
Surgical Literature of the World,” it presents, in 
the form of brief but telling abstracts, unusual ex- 
periences, procedures and discoveries from every 
quarter of the globe. 

Dr. Zieman, an accomplished linguist and an 
editor of experience, came to the task of assembling 
these with more than adequate competence. As 
Abstract and News Editor of this Journal and 
contributor, both as editor and as author, to many 
others, he had at his fingertips a wealth of highly 
diversified information and the skill of trained 
selection. The disposition he has made of these data 
is impressive. 

World Surgery, 1950, is not a textbook in the 
strict sense of the word, but it may well supply 
practical help again and again, without the time- 
consuming handicaps so often encountered. At all 
times it offers the surgeon an intensely interesting 
panoramic view of modern surgical progress. 

Case reports of special interest are included. 
These are sometimes in abridged form, but the 
complete reference accompanies each, so that the 
reader, if he wishes, can easily find and read the 
original report. The abstracts are so well and suc- 
cinetly written that it is safe to credit them in 
advance with the stimulation of many new in- 
vestigations. Dr. Zieman is to be congratulated not 
only on the book itself but on the timeliness of the 
idea that produced it. 


Woman’s Surgeon: The Life Story of J. Marion 
Sims. By Seale Harris. New York: The Maemil- 
lan Company, 1950. 

Dr. Harris has written, in this biographical ac- 
count of one of the most famous figures in Ameri- 
ean surgical history, not only a sound historical 
record but an interesting and provocative human 
document—a memorable story of an immensely 
gifted man whose gifts were perpetually under 
fire. 

J. Marion Sims had no intention whatever, when 
he completed his professional education and went 
into practice, of becoming a gynecologist. He had 
what he believed to be an unconquerable aversion to 
treating the diseases of women. Nevertheless it was 
as a specialist in this field that he became world- 


famous. Called to treat a slave girl suffering atro- 
ciously from vesicovaginal fistula, he abandoned the 
case as hopeless of alleviation, only to be confronted 
almost immediately with several others practically 
identical. Out of this grew both his idea of devis- 
ing a speculum for gynecologic examination and 
his lifelong concern with gynecology. 

Sims’ career took a course as sharply marked 
by ups and downs as the cardiogram of an erratic 
heart. The highlights are too well known to require 
elaboration; Sims’ early struggles, his happy mar- 
riage, his outburst of temper which caused him to 
be ousted from the Women’s Hospital in New 
York, of which he was the founder, his immense 
celebrity in Europe, his suffering under betrayal 
by former friends and the professional jealousy 
of his contemporaries—all these are familiar. As 
recounted by Dr. Harris, however, they take on new 
vitality and interest; the reader lives, fights and 
achieves, as it were, along with Sims. The book 
has a universal appeal and is already proving its 
popularity not only with medical readers but with 
the public at large. 


Varicose Veins. By R. Rowden Foote. London: 
Butterworth & Co., Publishers, Ltd. St. Louis; 
The C. V. Mosby Company, 1949. Pp. 226, with 
175 illustrations. 

The author of this work, having noted that no 
book dealing exclusively with the subject of vari- 
cose veins was available in Great Britain, under- 
took to supply one. He points out that varicose 
veins present a major health problem on a national 
scale; the disabilities associated with this entity are 
expensive to the national economy because of the 
cost of drugs and dressings and the loss of man- 
hours in labor and industry. With the purpose of 
presenting only such aspects of the problem as 
have immediate practical value, he has omitted 
any detailed discussion of such specialized pro- 
cedures. as lumbar sympathectomy and femoral 
embolectomy. 

Opening with a chapter on historical landmarks, 
the work proceeds to a discussion of the anatomic, 
physiologic and pathologie aspects of the subject. 
This is followed by an exhaustive discussion of 
therapy. Various troublesome conditions are de- 
scribed and illustrated. A chapter is devoted to 
supportive treatment and treatment by compres- 
sion. 

In addition to the 175 fine illustrations in black 
and white, this book contains two excellent color 
plates. The format is attractive and the size con- 
venient for frequent use. 
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Surgical Treatment of Congenital Malforma- 
tions of the Heart and Great Blood Vessels. By 
G. D’Errico. Naples: Morano Press, 1950. 

This text originates from the Department of Sur- 
gery, University of Naples, where Prof. L. Tor- 
raca, who wrote the preface, is the Surgical 
Director. The preface is historical, indicating that 
cardiae surgery was introduced by Guido Farina 
in 1896. In that year this surgeon sutured the 
right ventricle for a traumatic rent. 

The author divides his subject matter under 
the following headings: 

1. Embryology of the heart and large blood ves- 
sels 
Modern diagnostic methods 
Persistent ductus arteriosus 
Tetralogy of Fallot 
Coarctation of the aorta 
Dextraposition of the aorta 
Double aortie arch 
Anomalous right subclavian artery 

This j is a fine small volume on a timely subject. 
It is replete with American references, which are 
properly acknowledged. Although the book is not a 
large one, it contains a wealth of information that 
is important to the cardiac surgeon. 


Bulletin of the Piedmont Surgical Society, Vol. 
19, No. 4, 1949. 

This issue of the official journal of the Italian 
Chapter of the International College of Surgeons 
is dedicated to the College. 

The enthusiasm of the Austrian and Italian 
Chapters of the International College is reflected 
in the history of these chapters as recorded by Dr. 
S. Teneff, whose report appears as the leading 
article of the Bulletin. The second article is a full 
report on the First National Meeting of the 
Italian Chapter of the International College of 
Suregons, held in Naples on May 26 and 27, 1949. 

Many interesting articles are included in this 
issue. Among these are The Use of Curare in 
Buerger’s Disease, by Prof. N. Della Mano; Fx- 
trapulmonary Pneumolysis, by Prof. A. Jachia; 
The Postgastrectomy Syndrome, by Prof. Diego 
Rodino; One Stage Resection of the Left Colon, 
by Prof. Raffalle Palma, and Apicoazillary Thora- 
coplasty, by Prof. E. Morelli. 

The entire journal contains information of much 
value. The reader’s interest is maintained from the 
first to the last page. 


Medical and Surgical Conditions of the Foot. By 
R. Massart. Paris, 1948. Pp. 152, with 44 illustra- 
tions. 

In this monograph on medical and surgical con- 
ditions of the foot, Massart seeks to foeus the 
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attention of the practicing physician on numerous 
neglected or searcely known lesions which, for 
this reason, are not treated correctly and are even 
sometimes left to the care of empiricists, chiropo- 
dists or cobblers specializing in shoes for the “prob- 
lem foot.” 

After having recalled the essential notions rela- 
tive to the development, anatomy and the physi- 
ology of the foot, the author arrives at the subject 
of pedal pathology. This theme is so complex that 
many chapters of the book take up successively 
the minor surgery of the foot, nail and toe diseases, 
vasomotor disturbances, traumatic lesions, frac- 
tures, dislocations and crushing injuries. Infectious 
lesions, in the foot as in the hand, spread to the 
tendon sheaths and necessitate extensive debride- 
ment. Here also tuberculosis plays an important 
role. 

The second part of this book deals with the 
pathology of congenital or acquired malforma- 
tions: paralytic foot, clubfoot, flat foot, pes eavus, 
the effect of strain, and the treatments required by 
these conditions. 

Without entering into detailed descriptions of 
surgical procedures, Massart devotes his last chap- 
ter to various operative approaches in surgical 
treatment of the foot, either lateral, dorsal or 
plantar. 


Judiciously selected illustrations increase the 


readability of this book, which will find a place 
in all medical libraries. 


Occupational Therapy; Principles and Practice. 
Edited by William Rush Dunton, Jr., M.D., 
founder and former editor of Occupational 
Therapy and Rehabilitation, and Sidney Licht, 
M.D., editor of Occupational Therapy and Re- 
habilitation. Pp. 350, with 12 illustrations, Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1950. 

This book attempts to cover in one volume the 
various suggestions of nine contributors in addi- 
tion to the two editors. 

The book is subdivided into thirteen chapters. 
Each chapter is, in the main, written by one contrib- 
utor, who covers one special phase of occupational 
therapy. The phases covered in the book are the 
principles of occupational therapy, the treatment 
of psychiatric disorders, recreational therapy, 
drama therapy, kinetic therapy, heart disease, 
cerebral palsy, tuberculosis, and the handling of 
amputees, 

In general, the book is a series of didactic 
theses, but it does not give much specific informa- 
tion concerning the application of the various 
types of therapy discussed; also, it is unfortu- 
nately devoid of therapeutic suggestions concern- 
ing the application of specifie therapy to specific 
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requirements. The illustrations, although good, are 
few. Adequate illustrations would greatly improve 
it. Nevertheless the book contains many excellent 
suggestions, and most of the chapters are well 
supplemented with references. 


The Physician’s Business. By George D. Wolf. 
Philadelphia: J. B. Lippineott Company, 1949. 
3d ed. Pp. 563. 

This invaluable private aid to the busy practi- 
tioner, so greatly expanded in its third edition as 
to be almost a new book, is a compendium of useful 
information that could scarcely be improved for 
present-day use. There is no important phase of 
medical financial management that it does not 
cover, but Dr. Wolf has not left it at that; he in- 
cludes also a great many excellent suggestions as 
to the efficient organization of staff work in office 
and hospital, defines the duties and qualifications 
of nurses and other assistants, discusses medi- 
colegal problems from a sane and unprejudiced 
point of view, and emphasizes human relations and 
their maintenance on a level suited to the high 
ideals of the medical profession. Among the prac- 
tical features of the book are a tentative fee sched- 
ule, a chapter on the collection of overdue accounts 
without friction, instructions on the keeping of 
adequate records, information on the patenting of 
medical and surgical inventions, and advice on 
professional writing for journal and book publi- 
cation. The doctor’s income tax is discussed, and 
suggestions are made as to the wise investment of 
savings. 


The Physiology of the Uterus. By S. R. M. Rey- 
nolds, M.A., Ph.D., New York: Paul B. Hoeber, 
Ine., 1949. 2d ed. Pp. 611, with 67 illustrations. 

Ten years have elapsed between the appearance 
of the first and that of the second edition of this 
remarkable book. During this time many papers 
have appeared on the subject. Reynolds publishes 
a list of more than 2,500 references, and his author 
index occupies 18 pages. 

The book is divided into eight parts as, follows: 
(1) Patterns and Functions of Uterine Motility, 
(2) Hormone Control of the Myometrium, (3) 
Uterine Growth, (4) Circulation of the Uterus, (5) 
Metabolism in the Uterus, (6) Innervation of the 
Uterus, (7) Utero-Somatie Relationships and (8) 
The Onset of Labor. 

The author proves that incoordinate, spasmodic 
contractility of dysmenorrhei¢ girls is relieved by 
the proper use of the stem pessary. Moreover, in- 
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fantile hypoplastic uteri may be made to grow by 
this means. Experimentally and clinically, it is evi- 
dent that uterine growth, including hypertrophy 
and even hyperplasia of the muscular elements, 
takes place as a result of distention. In addition, 
stimulation of ovarian function takes place, and 
this may contribute secondarily to the local effect 
of distention. Finally, coordinate motility of the 
uterus is favored. It is clear, therefore, says Rey- 
nolds, that the insertion of the stem pessary will 
correct uterine hypoplasia to a degree and that 
this uterine enlargement is associated in some 
cases with relief from the pains of primary dys- 
menorrhea. 

The prostigmin test is a simple means of diag- 
nosing presumptive pregnancy in women without 
resort to laboratory tests, but this drug is without 
effect on the nongravid uterus in monkeys. The 
reason is unknown, but the fact throws some doubt 
on the general validity of the theory of the choliner- 
gie action of estrogen upon the uterus. 

The author summarizes evidence of a_ nicely 
coordinated group of physiologic and nonphysio- 
logie factors constituting the principal mechanisms 
of uterine accommodation of the products of con- 
ception. He expresses the opinion that there is 
some reason to believe that a substance given off 
by the uterus at certain times will eventually be 
obtained. Physicians are certain of the slowly 
developing change that results from absence of the 
uterus. Because ovarian activities are not abruptly 
terminated by removal of the uterine factor, it is 
clear that the uterus at most exerts upon the 
fundamental hypophyseal-ovarian relationship a 
modifying effect, which is blood borne. 

The author points out that there is no known 
single cause for the onset of labor. Rather, it now 
seems that parturition begins as a result of the 
gradual accelerating convergence of a number of 
factors—structural, humoral, nervous, nutritional 
and cireulatory—which, at a time characteristic for 
each species and adapted to the morphologic char- 
acter in each, are so associated that they lead to 
evacuation of the uterus. 

This book should be not only read but studied 
by every obstetrician, gynecologist, endocrinologist 
and physiologist, in fact, by everyone interested in 
the physiology of reproduction. The style of writ- 
ing is lucid and the author is meticulous about his 
statements and cautious in his conclusions. The 
illustrations are clear and instructive, the type is 
clear and the paper is sturdy. Both the author and 
the publishers are to be congratulated on having 
produced a classic. 
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Cytologic Diagnosis of Lung Cancer. By Sy- 
mour M. Farber, M.D., Milton Rosenthal, M.D., 
Edwin F. Alston, M.D., Mortimer A. Benioff, 
M.D. and Allen K. McGrath, Jr., M.D. Springfield, 
Tll.: Charles C Thomas, Publisher, 1950. P. 59. 

This timely volume is an excellent addition to 
the libraries of those who deal with possibly malig- 
nant diseases of the lungs, either from a diagnostic 
or a therapeutic point of view. Particularly is this 
true since, despite the many advances made in the 
treatment of carcinoma of the lung, the mortality 
from this disease remains high. 

Because diagnosis is the first and most important 
step in the proper handling of these cases, this 
volume is a distinct contribution to the literature. 
The work deals with the cytologic diagnostie tech- 
nic in the study of sputum and bronchial washings. 
Thus far this is the most promising of all diag- 
nostic technics in those cases of malignant pul- 
monary disease in which the symptoms are in- 
distinct or the presence of peripheral lesions 
renders bronchoscopic study of no avail and sue- 
cessful biopsy is impossible. As of this date, all 
too often patients come under the care of the 
physician and surgeon when the sad verdict “Too 
late” is inevitable. 

Cytologic study of the sputum and_ bronchial 
washings is a relatively simple procedure. It is the 
interpretation of the cytologic smear preparations 
which offers difficulties. The object of this work is 
to teach and clarify the various diagnostic phenom- 
ena observable in the cells obtained by washings. 
The materials from which its conclusions are 
drawn cover a wide range of disease, neoplastie as 
well as non-neoplastic, observed by the authors in 
1,526 cases. They use the Papanicolaou stain and 
its technical application. The keynote of the work 
is its attempt to make accurate diagnoses and 
to avoid errors. 

The volume comprises 59 pages of text and is 
illustrated with ten magnificent color plates, each 
of which has six inserts. There is a fine bibliog- 
raphy. Again, this work is a “must” for the 
progressive medical man and surgeon of today. 


NEW BOOKS 


Technics of Pelvic Surgery. By R. Michel- 
Béchet. Paris: G. Doin et Cie, 1948. 75 illustra- 
tions. 

This abundantly and attractively illustrated 
work presents thorough descriptions of the author’s 
operative technics and his approaches to pelvie 
surgery over a period of more than fifteen years. 

A detailed account is given of the pubic incision 
in gynecologic procedures, of extraperitonization 
and its various adaptations, and of the excision 
of ganglions in cases of cancer of the uterine 
cervix. Special attention is given to various tech- 
nical procedures for cystocele (including vaginal 
hysterectomy) and certain types of prolapse. The 
last two chapters of the book are devoted to the 
conservative method of Sorési with regard to surgi- 
cal treatment of fibroma and of rectovaginal fistula. 

This book invites the reader to share the expe- 
riences of a practicing surgeon and to follow the 
improvement of his technic through his everyday 
practice. 


Surgery of the Eye. By Meyer Wiener. New 
York: Grune & Stratton, 1949. 2d. ed. Pp. 426; 
425 illustrations. 

The revised edition of this book emerges in re- 
sponse to a definite demand, copies of the former 
edition being no longer available. In view of new 
developments in ophthalmology, the author wel- 
comed the opportunity to expand and augment his 
work with such notable additions as Barkan’s im- 
proved technic for the treatment of congenital 
glaucoma, Burch’s implantation technic, and his 
own corneal transplantation by means of a me- 
chanically obtained beveled edge. These are but a 
few of the representative technical advances de- 
scribed in his pages. 

All standard ophthalomologic procedures are 
presented, with their indications, contraindications 
and technical management. Each is brought up to 
date as regards all three factors. The book is well 
illustrated and clearly written and should surpass 
the former edition in popularity among specialists 
in the field. 


Nothing in education is so astonishing as the amount of ignorance it accumulates 
in the form of inert facts. 
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Abstracts from Current Literature 


Possible Relationship Between Menopause and 
Age at Onset of Breast Cancer. Anderson, E.; 
Reed, S. C.; Huseby, R. A., and Oliver, C. P., 
Cancer 3:410, 1950. 

Accurate information about the age at onset 
of mammary cancer is significant in clinical diag- 
nosis and treatment. It is possible that this infor- 
mation may also aid in establishing the factors and 
the time relations in causation. This may be true 
particularly with regard to the menopausal period 
and associated hormonal changes. 

Clearly, age distributions based on mortality 
statistics are not adequate for this purpose, because 
the duration of survival varies greatly for different 
persons and some patients die from other causes. 
For these reasons morbidity statistics are much 
more accurate, and the discussion is limited to them. 

Studies that include information on the age at 
onset of cancer, indicate that age distributions tend 
to assume the form of a unimodal curve. More 
recent data indicate that this distribution may not 
obtain. These data are presented in tabular form. 

In a study of 1,329 women with cancer of the 
breast observed Anticancereux in Lyons, Dargent 
and Mayer found that the age distribution showed 
a broad peak 45 to 55 and a second peak at 60 
to 65. R. A. Leonarpo 


Fissure-in-Ano. Gorsch, R. V., and Finnerty, U. 

R., Rev. Gastroenterol. 17:39, 1950. 

The etiology and pathogenesis of fissure-in-eno 
are presented, with the authors’ concept of the 
mechanism involved. This is based upon two fac- 
tors: (1) anatomie and (2) pathologic. Anatomi- 
eally the abrupt axial change of the anal canal to 
the rectum forms an anorectal shelf. In the act 
of defecation this posterior shelf flattens out and 
is subject to greater tension than is the anterior 
commissure. This axial change predisposes the 
posterior commissure to rupture. Pathologically the 
posterior commissure is predisposed to fissure be- 
cause fibrosis with fixation of the anoderm is com- 
monly found in the posterior anal tissues. The fail- 
ure of such fissures to heal is due to inadequate 
drainage and the muscular activity of the sphine- 
ters. 

Acute, subacute and chronic types of fissure-in- 
ano are described, with the symptoms. These lesions 
must be distinguished from chancre, chancroid, 
epithelioma and colloid carcinoma, which may also 
occur in this area. Failure to classify the type of 
ulcerative lesion present may have tragic conse- 
quences. 

Although either acute or subacute fissure-in-ano 
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may be treated medically by cleanliness and hot 
sitz baths and the injection of an oil-soluble anes- 
thetic, the chronic type will respond to nothing 
short of adequate surgical intervention. The treat- 
ment of choice consists in radical excision of the 
hypertrophic papilla, fistula and sentinel pile that 
characterize the pathologie picture. In addition, a 
careful posterior sphincterotomy is necessary. Ade- 
quate drainage must be provided. 

Postoperatively, rectal dilatations are performed 
every other day to avoid bridging. The anal end 
of the wound must heal completely before the 
outer skin has healed. M. O. Canor 


Phenolsulfonphthalein Test for Tubal Patency. 
Speck, G., J.A.M.A. 143 :357, 1950. 


Use of the phenosulfonphthalein test for patency 
of the fallopian tubes is discussed. Since embolism 
or other complications occasionally oceur during or 
after the use of an insufflation apparatus or hyster- 
osalpingographic studies, Speck, Israel and Palan, 
and possibly others, have individually used phenol- 
sulfonphthalein to test tubal patency; the com- 
pound is nontoxic, the test can be easily done and 
the results are virtually 100 per cent correct. One 
ampule of this dye (6 mg.) is diluted with enough 
physiologic solution of sodium chloride to make 
10 ce. Through a syringe it is injected into a can- 
nula previously inserted into the uterine cavity as 
one would do in performing the Rubin test. If one 
or both tubes are open the dye enters the peritoneal 
cavity and can be found in the urine within half 
an hour thereafter, the urine turning pink upon 
addition of a few drops of 10 per cent sodium 
hydroxide solution. If renal function is greatly im- 
paired the test is less reliable and may even give 
negative results for the first hour or so. If the tubes 
are closed, tests of the urine give negative results 
for this drug even several hours after the injection. 
Here is a safe, simple, and useful procedure that 
even the remotely located country doctor can do in 
his own office. R. A. Leonarpo 


The Surgical Treatment of Complete Transposi- 
tion of the Aorta and the Pulmonary Artery. 
Blalock, A., and Rollins, H. C., Surg., Gynec. 
& Obst. 1:90, 1950. 


The authors point out that complete transposition 
of the aorta and pulmonary artery is a relatively 
common congenital anomaly. In transposition of 
the great vessels the left ventricular output through 
the pulmonary artery returns to the left auricle and 
the right ventricle empties blood into the aorta, 
whence it returns to the right auricle. Survival in 
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this situation is dependent upon some communica- 
tion between the two circulations, so that oxygen- 
ated blood from the lungs may reach the systemic 
circulation. Of equal importance is some communi- 
cation allowing unoxygenated blood to return to 
the pulmonary circulation. Such an interchange 
between the two circulations is permitted by inter- 
auricular or interventricular defects. In 9 patients 
with transposition an extracardiac shunt between 
the two circulations resulted fatally. In the 9 cases 
5 types of extracardiac shunts were used, no one 
type being used more than three times. 

Of 12 patients in whom an interauricular defect 
was produced, 9 died. The three survivors are im- 
proved, but the change is not dramatic. 

Patients with a combination of intracardiac and 
extracardiac shunts have shown the greatest per- 
centage of survivals. Of 12 patients in whom an 
interauricular defect and a subclavian pulmonary 
artery anastomosis was produced, there were 8 
survivors. Most of these seemed to be improved. 
The most striking improvement was noted in a 
patient who also had mild pulmonic stenosis. The 
authors suggest that perhaps it would be wise to 
attempt to constrict the pulmonary artery prior to 
the other operative procedures. While operative 
treatment of the tetralogy of Fallot enables many 
survivors to enjoy normal activity, this is not so 
striking after treatment of transposition. Arterial 
oxygen saturation remains below 75 per cent, and 
sometimes the red cell count becomes even higher 
after operation. 

These shortcomings suggest that a different sur- 
gical attack should be used. It is hoped that a 
technic will be perfected, allowing a true anatomic 
correction of the defects. Experiments toward this 
end are being continued. 

Victor T. Hupson 


Parotid Tumors in Children, John M. Howard, J. 
M., and others: Surg., Gynec. & Obst. 90:307, 
1950. 

Because of the paucity of reports of neoplastic 
enlargement of the parotid gland in children, the 
authors are reporting 21 cases in which tumors or 
enlargement of the parotid gland developed in 
childhood. From a survey of the literature, as well 
as the material presented here, tumefactions of the 
parotid salivary gland include inflammatory le- 
sions; neoplasms of connective tissue originally 
arising in the parotid gland, such as hemangio- 
endothelioma, lipoma, and sarcoma; neoplasms of 
the salivary gland per se, including mixed tumors, 
papillary cystadenoma lymphomatosum, ecarci- 
noma, cylindroma, mucoepidermoid tumor and 
finally a miscellaneous group in which may be 
placed parotid cyst. 


ABSTRACTS 


The authors express the opinion that unless one 
considers all tumors of childhood malignant un- 
less they are proved otherwise, little headway will 
be made with the problem of cancer control. 

It is pointed out that the facial nerve courses 
more superficially in infants and children than in 
older persons. 

A. H. Lerron 


Examination of Young Children with Acute Ap- 
pendicitis. Strang, R.: Brit. M. J., 1:586, 1950. 


Adequate examination of a child in whom ap- 
pendicitis is suspected is often difficult because, 
with the child in the recumbent position and able 
to see what is intended, any approach to the ab- 
domen causes such resentment and apprehensive 
erying that successful palpation is almost impos- 
sible. 

The method described to overcome this difficulty 
is as follows: The child is held by the mother, 
clasped against her breast with its arms and legs 
embracing her. From behind, the examiner then 
places the palms of both hands on the anterior 
superior iliac spines, with the fingers extended 
across the child’s abdomen in the direction of the 
umbilicus, but no pressure is exerted by the fingers 
in the first instance. This position is maintained 
until the child is quiet, and then gentle but in- 
creasingly firm pressure is exerted by the ex- 
tended fingers overlying the left iliae fossa. Similar 
pressure is then exerted in the right iliac fossa by 
the fingers of the other hand, pressure on the left 
being eased simultaneously. When appendicitis is 
present the contrast is striking. Local muscular 
rigidity can be felt before it is masked by the 
generalized rigidity that results from erying. 

RayMOND GREEN 


Brachial Plexus Block. Humphries, S. V.: Brit. 

M. J. 1:163, 1950. 

This paper confirms the clinical report of favor- 
able experience in a series of cases in which the 
Macintosh and Mushin Technic was used for 
brachial plexus block anesthesia. 

The subjects were African or Bantu male pa- 
tients between 18 and 65 years of age, employed 
at the Van Dyke mine in the Transvaal. The opera- 
tions varied from minor procedures to amputations. 

No serious adverse reactions were observed, and 
in only 1 case out of 118 was there a toxie reaction 
(not serious). In this ease the anesthesia was 
classed as a failure. In 4 of the 118 cases anes- 
thesia was imperfect, and in the remaining 113 it 
was satisfactory. 

Harvey E. Jr. 
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Intravenous Procaine. Muchmore, H. G.; Bennett, 
H. A., and Redmond, R. F.: J. Oklahoma State 
Med. Assn. 43:19, 1950. 

Procaine was synthesized by Einhorn in 1905. 
During the thirty-year period that followed there 
were many warnings in the literature about the 
dangers of its intravenous use. Lundy used pro- 
caine in 1940 to treat the pruritus associated with 
jaundice. 

Procaine is useful in many traumatic conditions. 
It is concentrated seven and eight times in injured 
tissue as compared to normal tissue and thus is use- 
ful for both preoperative and postoperative frac- 
tures. It is also beneficial in cases of postreduction 
arthralgia. It has been used for causalgie states 
and for alleviation of rheumatoid arthritis and 
some neuritides, such as painful herpes zoster. 

In cases of vascular disease with vasospasm the 
authors report that good results are due to inter- 
ruption of the reflex are which maintains vaso- 
spasm. 

A solution containing 1 mg. of procaine per ce. 
is used. This may be used in 5 per cent dextrose in 
distilled water, physiologic solution of sodium 
chloride, dextrose-saline solution or amigen. Usually 
500 ee. is given in twenty or forty minutes at such 
speed as to produce the desirable feeling of warmth 
and perhaps some dizziness. It has been found that 
only about 1 per cent of the administered procaine 
is exereted as such. The hydrolytic products are 
para-amino-benzoie acid and diethylaminoethanol ; 
thus, in inflammations of bacterial origin, the para- 
amino-benzoie acid will nullify some of the ef- 
fectiveness of the sulfonamides. 

Among the toxie effects of procaine the most 
common is overstimulation of the central nervous 
system resulting in convulsions. Another is sen- 
sitivity to procaine resulting in collapse and rapid 
death; this is fortunately rare. 

The authors express the opinion that the pro- 
phylactic use of barbiturates before intravenous 
administration of procaine lowers the therapeutic 
response significantly. However, if neurologic 
signs appear, such as twitching of the face and 
hands, substernal oppression, or even convulsions, 
a soluble barbiturate should be given intravenously 
immediately after the infusion of procaine is dis- 
continued. 

It has been found that in animals pretreated 
with neostigmine the dose of procaine needed to 
produce death is very small. 

Proecaine has been used in the treatment of 
poliomyelitis, particularly in the acute stages, to 
alleviate muscle spasm. It has been used in the 
control of cardiae arrythmias arising during anes- 
thesia, and also in thoracie surgery, when traction 
reflexes, working with the arrhythmic agents, re- 
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quire it. At times it infiltrates the reflexogenic 
areas. It has also been used for many types of 
colic. The reports of its use for asthma and various 
allergies are enthusiastic. Some claims have been 
made for its value for pulmonary edema. It has 
been used without success for tetanus. 

Better results and methods will be developed for 
many of the situations mentioned, and only time 
can bring out the ultimate place of intravenous 
procaine in therapeuties. 

CHARLES C. ABBorT 


Diagnosis and Treatment of Acute Thrombo- 
phlebitis. Atlas, L. N.: Ohio State M. J. 46 :243- 
245, 1950. 

Atlas calls attention to the seriousness of acute 
thrombosis of the pelvis and lower extremities. 
Pulmonary embolism may oceur with no premoni- 
tory symptoms or signs. These are dependent on 
the location, intensity and extent of the acute 
phlebitie process. 

The author stresses the necessity of early diag- 
nosis. Roentgen study, correlated with the clinical 
picture, is invaluable. Prophylaxis is important. 
Early ambulation, active or passive exercise of the 
legs and anticoagulants (as indicated) are recom- 
mended, Anticoagulants should never be used in 
the presence of hepatic disease, tuberculous cavita- 
tion, gastrointestinal ulceration or any other condi- 
tion in which hemorrhage could prove disastrous. 

As a last resort, exploration of the femoral vein 
is indicated, preferably with the region under local 
anesthesia. 

Leigh F. Watson 


Benign Ulcer of the Transverse Colon. King, J. M., 
and Weinshel, L. R.: Wisconsin M. J., 49 :139- 
141, 1950. 


King and Weinshel record a rare case of ulcer 
of the transverse colon in a man 39 years old. The 
acute symptoms developed in less than a week’s 
time and consisted of epigastric distress, nausea, 
mild abdominal pain, vomiting of blood and tarry 
stools. 

Operation disclosed that the bleeding was from 
the pancreaticoduodenal artery. The vessel was 
ligated and a duodenal perforated ulcer was closed. 
The symptoms continued to a lesser degree, and 
a second operation disclosed a large ulcer of the 
transverse colon. Resection was done, and recovery 
was uneventful. 

The authors were able to find only 2 similar 
cases recorded in the literature. This is the first 
reported in America. 

LeigH F. Watson 
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Anesthesia for Cardiac Catheterization in Chil- 
dren. Smith, J. A.: Brit. M. J. 1:705, 1950. 


The procedures involved in cardiae catheteriza- 
tion and angiocardiography require from one and 
a half to two hours. For children under the age of 
5, and probably up to that of 12, an anesthetic is 
required for this investigation. Also, the choice of 
the anesthetic involves the consideration of some 
important factors: 1. The use of roentgen appa- 
ratus precludes the use of all explosive anesthetic 
mixtures. 2. The technic of blood gas analysis 
necessitates the use of nonvolatile agents. 3. The 
subject, usually cyanosed, is a poor risk. 4. De- 
spite this, even in an emergency, pure oxygen 
should not be administered, as the extra oxygen 
dissolved in the plasma may render the gas analysis 
inaccurate. 5. Injection of the contrast medium may 
cause shock. 

Formerly, rectal administration of avertin or 
paraldehyde was employed, either being supple- 
mented with intravenous thiopentone (pentothal). 
Since thiopentone was required as a supplement 
to basal narcosis, it was decided to make it the 
primary agent; thus rectal basal marcosis was dis- 
carded and oral pentobarbitone sodium (nembutal) 
was substituted. 

Technic.—Premedication with atropine and pen- 
tobarbitone is recommended. The latter is pre- 
scribed on a basis of weight rather than age, 6 mg. 
per Kg. of body weight being used. Forty-five 
minutes later the child is taken to the roentgen 
department, where a laryngoscope, endotracheal 
tubes and oxygen under pressure are ready. Some 
form of suction should be available for an emer- 
gency. The child is now anesthetized with 5 per 
cent thiopentone. Procaine (1 per cent or 2 per 
cent) is injected around the selected vein, and the 
catheter is inserted in the usual way. From this 
point on the anesthesia is maintained by small 
divided doses of thiopentone administered through 
the catheter. 

Tn a limited number of cases angiocardiographic 
study alone was done, and there was no objection 
to the use of nonexplosive volatile anesthetic 
agent. In these cases satisfactory anesthesia was 
obtained by using the same premedication followed 
by trilene (trichlor ethylene) and oxygen admin- 
istered through a Boyle machine. 

Some 40 investigations have been carried out by 
the technic described. 

RayYMOND GREEN 


Chemical Burns of the Eye. Grant, M. W.: J.A.- 
M.A. 142:153, 1950. 

The factors involved in the effect of chemicals 
on ocular tissue and the various modes of treat- 


ABSTRACTS 


ment are presented. The physiologic properties of 
the cornea reveal responses to chemicals unlike 
those of any other tissue. The amount and duration 
of exposure to the noxious agent is dependent on 
the physical properties of the agent, the presence 
or absence of sensory warnings and the develop- 
ment of tolerance. 

Chemieal reactions that alter tissue structure or 
enzymes may cause immediate physical changes 
or may arrest vital functions so that inflammation 
and degeneration ensue. 

The effects of both acids and alkalis are due to a 
shift in the hydrogen ion. The rapid penetration of 
alkalis may be due to the saponification action of 
the alkali. The action of acids is that of protein 
denaturation, the pathologic pictures being quite 
uniform for the different anions. The dehydrating 
action of some acids, such as sulfurie acid, may be 
responsible for the significant additional tissue 
injury. 

Mustard gas and the nitrogen mustards have 
been the most widely studied of the group of spe- 
cific protein denaturants and selective enzyme in- 
hibitors. In general these compounds combine with 
the reactive groups of the protein molecules, such as 
sulfhydryl, amino, carboxyl, and hydroxyl. Mustard 
gas also inhibits the enzyme hexokinase. Somewhat 
similar protein reactions occur with the methylat- 
ing agents, such as dimethy] sulphate, methyl oxide, 
ete. Arsenical compounds, such as the war gas 
lewisite, react with the sulfhydryl groups through 
the arsenic atom. The aniline dyes bind the acidic 
groups, and specially reactive double bond com- 
pounds such as maleic anhyride are particularly 
injurious to the cornea. These substances are highly 
lacrimogenic. The sulfhydryl groups are particu- 
larly reactive with osmic¢ acid, arsenic, copper, cad- 
mium, vanadium, mereury and beryllium. 

The physical properties of the chemicals, such as 
solubility, influence the penetrability. The epithel- 
ium will admit fat-soluble material and water but 
not dissociated electrolytes. The stroma admits 
electrolytes and water-soluble substances. The en- 
dothelium is negligible. Certain noxious substances, 
such as ammonia, have properties that enable them 
to penetrate all layers of the cornea. 

Foremost in the treatment is removal of the 
noxious agent. The best method is copious irriga- 
tion with mechanical removal of any foreign par- 
ticles. The only neutralizing agent indicated is 2, 3, 
dimereaptopropanol in arsenical burns. Decontam- 
ination is to be followed by the application of a 
lubricant ointment, an antibiotic, atropine and a 
dressing. Hospitalization may be advised in more 
serious cases. Resulting opacities may be dealt 
with after the corneal changes have ceased to 
progress. Roianp IT, PrirrKkin 
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Gastrostomy and Intestinal Tube Feedings as an 
Aid in Gastric Surgery. Colvin, E. M. and Wal- 
lace, Furman T., So. Surg., 1948, 14:709. 

Five cases where postoperative feedings through 
gastrotomy or enterostomy tubes are reported from 
the service of the Spartanburg General hospital. 
One total gastrectomy, three partial gastrectomies 
and one lysis of gastro-enterostomy with entero- 
enterostomy are described. The authors do not 
subseribe to mouth feedings the first few post- 
operative days and prefer this gastrostomy type 
feeding to parenteral feedings. This is however 
an attempt to circumvent the need for nasal suc- 
tion drainage or feeding believing the indwelling 
tubes through the nose provides a source of risk 
of respiratory infection and severe naso-laryngeal 
ulceration. The double lumen Singmaster type tube 
providing both the suction and feeding channels 
are also categorized as unsatisfactory for the same 
reason as simple Levine tube intubation. The type 
of fluid suitable for gastric intubation is discussed. 
There are five sketch type illustrations. 

L. H. 


Congenital Absence of the Vagina with Accom- 
panying Solitary Pelvic Kidney. Keitzer, W. 
A., and Riemenschneider, E. A., J.A.M.A. 142: 
987, 1950. 

On review of the literature the authors found 
44 cases described. In 11 of the 44 there were asso- 
cited genital anomalies and congenital absence of 
the vagina in combination with solitary pelvie kid- 
ney. The additional case is reported not solely on 
account of the rarity of these conditions but to 
stress the importance of correct diagnosis or pre- 
operative study of the urinary tract. The close 
embryologie associations of the genital and urinary 
systems predict the appearance of combined 
aberrations. In a number of cases reported in the 
literature the vagina was absent, this anomaly be- 
ing corrected to some degree by plastic operations. 
In the absence of the vagina and the uterus, a 
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pelvic kidney can easily be mistaken for the uterus, 
so that unnecessary or dangerous operative pro- 
cedures may be attempted. 

The authors’ patient was a 28-year-old house- 
wife with dyspareunia. In 1945 the patient con- 
sulted another physician and was operated on by 
the Wharton technic to enlarge a small dimple oe- 
cupying the usual position of the vagina, giving 
it a length of approximately 11% inches (3.7 em.). 

Pyelograms revealed a solitary ectopic left kid- 
ney, with absence of the left trigone. Intravenous 
pyelograms confirmed the diagnosis. 

Gitsert F. Doveuas, M.D. 


Subacute Thyroiditis, Crile, G., Jr., and Rumsey, 

E. W.: J.A.M.A. 142 :458, 1950. 

The recent trends in the etiologic conception and 
treatment of subacute and chronic thyroiditis are 
presented. The authors’ experience is rather ex- 
tensive, being based upon a large clinical expe- 
rience at the Cleveland Clinic. 

The possibility is suggested that a filterable virus 
is the cause of this disorder. The chronic type of 
thyroiditis is thought to be due to a foreign body 
reaction to the colloid that escapes into the tissue 
spaces when the cells lining the follicles are dam- 
aged by the virus infection. 

The systemic manifestations are those of infec- 
tion in general; i.e., fatigue, weakness, lassitude 
and fever. In the subacute form of the disease the 
thyroid gland is firm, diffusely enlarged and very 
tender, whereas in the chronie form it may be hard 
and nodular. 

The most characteristic positive signs associated 
with subacute thyroiditis are: (a) elevation of the 
sedimentation rate, and (b) marked reduction in 
radioactive iodine uptake. 

Biopsy (Vim-Silverman needle) is of value in 
doubtful cases of chronic thyroiditis. 

Roentgen therapy (from 600 to 300 roentgens) 
is thought by the authors to be a specific form of 
treatment. Operation is definitely contraindicated. 
M. O. Cantor, M.D. 
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Armamentarium 


Versatile Photomicrographic Apparatus: A 
photomicrographic apparatus designed also to serve 
all other aspects of scientific photography, is an- 
nounced by Silge & Kuhne of San Francisco. 
Named the Orthophot, it provides facilities for 
photomicrography; photomacrography; micropro- 
jection; laboratory, clinical and general photog- 
raphy; photocopying; microfilming; roentgen 
photocopying, and photoenlarging. The apparatus 
is used with any standard microscope and is suit- 
able for either black-and-white or color work. It 
includes three basic units: (1) a base with a per- 
manently aligned built-in light source operating 
on the Koehler principle, (2) a self-aligning reflex 
camera with a precision focusing device and (3) 
a vertical column assembly with a counterbalanced 
elevating device for a camera operated by rack and 
pinion. Accessories are included to convert the 
unit for photomacrography, cinephotomicrography, 
general laboratory photography, photocopying of 
opaque and translucent objects and photoenlarging. 
The reflex camera is detachable and can be used on 
a standard tripod or hand-held for all forms of 
scientific or general photography. 

The light source, the camera and the vertical col- 
umn are available separately. 


New Lotion: Parke, Davis and Company of De- 
troit announces the availability of Caladryl, a phar- 
maceutical preparation containing 1 per cent bena- 
dryl hydrochloride in a calamine-lotion type of 
vehicle, with camphor and glycerin. The lotion is 
claimed to be effective in relief of sunburn, wind- 
burn, hives, poison ivy, poison oak, insect bites, 
bee stings and other minor irritations of the skin, 
and is recommended also for diaper rash, cosmetic 
rash and prickly heat. Caladryl is packaged in a 
convenient 6-ounce bottle. 


Cholan-HMB with Phenobarbital: Cholan-HMB 
with Phenobarbital combines dehydrocholie acid- 
Maltbie, homatropine methylbromide and pheno- 
barbital in tablet form. One of the latest products 
of Maltbie Laboratories research, Cholan-HMB 
with Phenobarbital is said to provide comprehen- 
sive therapy in one tablet against the pathologic 
mechanisms involved in the hepatobiliary syn- 
drome. Each tablet contains dehydrocholie acid- 
Maltbie, 334 gr., homatropine methylbromide, 1/24 
gr. and phenobarbital, 4g gr. The product is recom- 
mended for dyspepsia and constipation of biliary 
origin, biliary stasis, cholecystitis, cholangitis, and 
biliary dyskinesia. It is supplied in lots of 100, 
500 and 1,000. 


Triple Sulfonamide Solution: National release of 
the sterile solution Neotresamide, a triple sulfon- 
amide solution for intravenous use, has been an- 
nounced by Sharp & Dohme, Inc., of Philadelphia. 
Neotresamide sterile solution is a 6 per cent triple 
sulfonamide solution for intravenous use, contain- 
ing 2.4 per cent sodium sulfadiazine, 2.4 per cent 
sodium sulfamethazine and 1.2 per cent sodium 
sulfamerazine. According to the distributors, there 
is little danger of toxic reaction to this solution, 
since by combining three sulfa drugs the total 
solubility of the drugs is increased, thereby de- 
creasing markedly the incidence of renal compli- 
cations. 

Neotresamide sterile solution is recommended for 
the treatment of infections in which sulfamerazine, 
sulfadiazine or sulfamethazine alone is indicated. 
It is supplied in packages of 1 ampule and in lots 
of 6, 25 and 100 ampules. 


Liquid Taka-Combex: Parke, Davis and Com- 
pany of Detroit present a pleasant-tasting com- 
bination of the potent starch-liquefying enzyme 
Taka-Diastase and important vitamin factors of 
the B complex. Each 4 ec. (1 teaspoonful) contains 
Taka-Diastase, 214 gr.; Vitamin B,, 2 mg.; Vita- 
min B,, 1 mg.; Vitamin B,, 0.5 mg.; pantothenic 
acid (as the sodium salt), 2 mg.; and nicotinamide, 
5 mg. Liquid Taka-Combex o‘fers a convenient 
means of treating patients with faulty intake of 
the B complex, particularly when associated with 
digestive disturbances. Its use is indicated for con- 
valescents, patients on restricted diets and anorexic 
patients. It is said to be valuable in geriatric and 
pediatric¢ nutrition and also during pregnancy and 
lactation. Liquid Taka-Combex is supplied in 16- 
ounce bottles. 


F:0.8 Lens for Scientific Research: For roent- 
genography and other precision laboratory uses, 
Cooke lenses, made by Taylor, Taylor, Hobson in 
England, are offered to the scientific worker. It is 
claimed that these lenses have many unusual 
features adapting them for use in a wide range of 
precision applications. 

For the laboratory roentgen technician, a lens 
of 2-inch focal length with an effective aperture 
of F:0.8 is available. In scientific and industrial 
laboratory procedures calling for sharp definition 
and extreme speed, this lens will find many useful 
applications. 

This lens is but one of the optical products 
made by Taylor, Taylor, Hobson, which are now 
available in America from Burke & James, Ine., 
321 S. Wabash Ave., Chicago 4. 
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Cortisone: Cortisone, the much-diseussed syn- 
thetic preparation for control of rheumatic dis- 
eases, became available early this month to a large 
number of hospitals throughout the United States 
under the trade mark “Cortone.” It is distributed 
by Merck & Co., Inc., of Rahway, New Jersey, who 
first produced the drug by chemical synthesis. 


Temporarily, Cortone will be supplied only to 
hospitals having certain minimum facilities oper- 
ated by trained technicians and under the super- 
vision of qualified physicians. Hospitals registered 
by the American Medical Association, numbering 
approximately 6,500 throughout the United States, 
meet these requirements. The Journal of the Amer- 
ican Medical Association lists these hospitals in its 
issue of May 6, 1950. 

Cortone will be delivered to these hospitals in 
packages of three vials, each vial containing 300 
mg. of the substance. The price to hospitals will 
be $28.50 per vial, equivalent to $95 per gram. 
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Antipruritic Preparation: MY-B-DEN, available 
from the Ernst Bischoff Company, Ine., of Ivory- 
ton, Connecticut, is given either by intramuscular 
injection or in the form of sublingual tablets. Prior 
to its use in varicose vein complications it was 
found by Dr. A. Rottino of the Hodgkins Disease 
Research Laboratory of St. Vincent’s Hospital that 
MY-B-DEN had antipruritic properties. However, 
since the mechanism of pruritus is rather obscure 
and not completely understood, it can be anticipated 
that different pruritic conditions will vary in their 
response to MY-B-DEN treatment. Among the 
conditions in which relief of itching was reported 
as a result of this new systemic therapy were 
pruritus ani, pruritus vulvae, pruritus scroti, dia- 
betic pruritus and generalized or localized idio- 
pathic pruritus. MY-B-DEN (adenosine-5-mono- 
phosphate is still being studied in relation to the 
treatment of symptoms and lesions associated with 
phlebitie disorders, in which it promises excellent 
results. 
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Inu. Memoriam 


DAVID A. MORRISON 
M.D., F.LC.S. 


Dr. David A. Morrison passed away recently 
at the age of 54. Dr. Morrison, born in Thorntown, 
Indiana, received his medical degree from the 
Indiana University School of Medicine, and served 
his internship at the Wesley Memorial Hospital in 
Chicago. He was a commander of the United States 
Navy. He served as chief surgeon for eight 
months at the United States Naval Hospital at 
Bunker Hill, Indiana, as senior surgeon for twenty- 
one months on the U.S.S. Henry and Allen, and 
as chief surgeon for six months at the Naval Hos- 
pital at Great Lakes. He was also on the surgical 
staff at the St. Joseph Memorial Hospital at 
Kokomo, Indiana. Dr. Morrison’s practice was 
devoted entirely to general surgery. He was a mem- 
ber of the Howard County Medical Society, the 
Indiana State Medical Society and the American 
Medical Association. 


OTTO G. MARSH 
M.D., F.LC.S. (LIFE) 


On March 13, 1950, Dr. Otto G. Marsh of San 
Diego, California, died at the age of 63. He grad- 
uated from the Jefferson Medical College in Phila- 
delphia and did postgraduate study at the New 
York Postgraduate School, the Jefferson Hospital 
at Philadelphia, the Cleveland Clinic, the Mayo 
Clinic at Rochester, and the Naval Reserve Officers 
Symposium. 

Dr. Marsh served as assistant superintendent at 
the San Diego County General Hospital in 1913, 
as a coroner for San Diego County from 1914 to 
1918, and as a staff member of the following hos- 
pitals in San Diego County: Paradise Valley Hos- 
pital, Mercy Hospital, Scripps Hospital and Quin- 
tard Hospital. During the war, he had charge of a 
United States Navy Service Hospital. In the serv- 
ice of the San Diego Electric Railway, most of his 
practice was devoted to general surgery. Dr. Marsh 
was a member of the American Medical Associa- 
tion, the San Diego County Medical Society, the 
Southern California Medical Society, the Pacific 
Coast Association of Railway Surgeons, and the 


San Diego Academy of Medicine. He was granted 
a life fellowship in the International College of 
Surgeons on May 1, 1943. 


WILLIAM F. BAILLIE 
M.D., F.I.C.S. 


Dr. William Finley Baillie of Fargo, North 
Dakota, died May 5 at the age of 72. Dr. Baillie 
received his academic training at Macalester Col- 
lege and graduated from the University of Min- 
nesota in 1903. He did postgraduate work at the 
New York Postgraduate Hospital and at the Uni- 
versity of Minnesota, in urology. Dr. Baillie served 
his internship at St. John’s Hospital in Fargo, 
North Dakota. A consultant for the United States 
Government Hospital in Fargo for ten years, he 
also taught and lectured to nurses at St. Luke's 
Hospital there. Although Dr. Baillie practised gen- 
eral surgery, he devoted much of his practice to 
genitourinary surgery. He was a member of the 
Cass County Medical Society, the North Dakota 
State Hospital and the American Medical Asso- 
ciation. 


CHARLES HOWARD DANIEL 
M.D., F.1C.S. 


Charles Howard Daniel of College Park, Georgia, 
died April 17, 1950, at the age of 49. A graduate 
of the Emory University Medical School, he served 
his internship at the Grady Memorial Hospital and 
the Georgia Baptist Hospital. Dr. Daniel was 
affiliated with the following hospitals in Atlanta, 
Georgia: the Crawford W. Long Memorial Hos- 
pital (attending surgeon five years) and _ the 
Georgia Baptist Hospital (associate seventeen 
years and active two years). Dr. Daniel also taught 
emergeney surgery at the Georgia Baptist School 
of Nursing for seventeen years. He specialized in 
obstetrics and gynecology. He was active in the 
following medical societies: Fulton County Medical 
Society, the Medical Association of Georgia, the 
Southern Medical Association, the American Medi- 
cal Association and the Southeastern Surgical 
Congress. 
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Comenzando con la Edicién de Enero de 1950 El Journal of the 
International College of Surgeons Se Publicaré Mensualmente 


La "Revista del Colegio Internacional de Cirujanos" {The Journal of the International Col- 
lege of Surgeons) es una publicacién bimestral que constituye el érgano oficial del referido 
Colegio (fundado en Ginebra, Suiza, en 1935). En esta revista se publican articulos originales de 
investigacién, observacién clinica y trabajo experimental sobre temas quirdrgicos. Sirve, ademas, 
como vehiculo para dar a conocer las actividades del Colegio Internacional de Cirujanos a sus mi- 
embros y a todos aquellos que se intersen por los adelantos e innovaciones de indole quirdrgica en 
el mundo entero. 


Los Capitulos Latino-americanos del Colegio Internacional de Cirujanos tienen en esta revista 
el medio oficial en que se recogen sus actividades. Actualmente la revista se halla enriquecida por 
una seccién especial en espanol en la que se publican no sélo trabajos cientificos originales de ciru- 
janos de Hispano-América sino también noticias referentes a los miembros y Capitulos de los paises 
de habla espafola, asi como una informacién general en relacién con la cirugia. A todos aquellos 
profesionales, cirujanos y médicos, que se intersen por los temas quirdrgicos habr& de serles de gran 
utilidad el subscribirse a esta publicacién. 


A partir de Enero de 1950 nuestra revista se publicaré mensualmente en vez de cada dos meses 
como se ha hecho hasta el presente. 


Nuestro Consejo Directivo ha decidido publicar la revista mensualmente, esto es 12 nameros al 
afio, en vez de 6 como hasta ahora, a peticién de nuestros suscritores, lo que permitira publicar sin 
demora, los articulos importantes que recibimos, practicamente, de casi todos los centros quirdrgicos 
mundiales. 


Precio de la nueva suscripcién 


El precio de suscripcién de 6 ndmeros es de $5.00. Seguiremos manteniendo nuestra cuota 
presente por ejemplar, es decir, el precio anual de suscripcién sera de $10.00. Esta cuota comprende 
los Estados Unidos, Canada, y América Central y del Sur. 
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1776 Broadway, New York 19, N. Y., E. U. A. 


nell 

: 
INTERNATIONAL CHRURIERS 


